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RULES 


Name. 

1.  The  uaine  of  the   Society  shall  be  "  The  Society  for  the 
Study  of  Disease  iu  Children." 

Object  of  the  Society. 

2.  The  object  of  the  Society  shall  be  the  study  t)f  disease  and 
of  allied  subjects  in  children. 

Constitution. 

3.  The  Society   shall   consist   of   Ordinary,   Temporary,   and 
Honorary  Members. 

Qualification  for  Membership. 

4.  All  duly    resristered    medical   men    shall   be    elig-ible    for 


membership. 


Officers. 


5.  The  officers  of  the  Society  shall  be  elected  from  the 
ordinary  members,  and  shall  include  an  Honorary  Treasurer, 
an  Honorary  Editor  of  'Eeports,'  Honorary  Secretaries  (one  of 
whom  shall  be  resident  in  the  London  postal  district,  and  one 
in  some  other  part  of  Creat  Britain  or  Ireland),  and  twenty- 
four  other  members,  of  whom  at  least  one  thu'd  shall  not  be 
resident  in  the  London  postal  district.  These  together  shall 
constitute  the  Council  and  manage  the  affairs  of  the  Society. 

Ordinary  Members. 

6.  The  names  of  candidates  shall  be  proposed  upon  a  printed 
form  provided  for  the  purpose,  and  signed  by  two  or  more 
members  from  personal  knowledge.  The  names  of  candidates 
shall  in  the  first  instance  be  submitted  to  the  Council,  in  which 
shall  be  vested  the   absolute  power  of  declining  to  allow  the 
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nomination  to  proceed.  The  proposal  paper,  after  approval  by 
the  Council,  shall  be  read  at  an  Ordinary  Meeting  of  the  Society  ; 
and  the  ballot  shall  take  place  at  the  next  meeting.  No  election 
shall  be  valid  unless  at  least  ten  members  vote,  and  no  candi- 
date shall  be  elected  who  fails  to  obtain  four  fifths  of  the  votes 
recorded.  No  rejected  candidate  shall  be  eligible  for  proposal 
until  twelve  months  have  elapsed. 

Form  of  Admission. 

7.  Every  Ordinary  Member,  after  his  election,  and  after  pay- 
ment of  the  annual  subscription,  and  of  the  entrance  fee  (if 
any),  shall  sign  the  roll  of  members,  declaring  thereby  his 
adhesion  to  the  Rules  of  the  Society. 

Temporary  Members. 

8.  Any  resident  medical  officer  of  a  hospital  or  infirmary  shall 
be  eligible  for  election  by  the  Council  as  a  Temporary  Member 
of  the  Society  for  a  period  of  twelve  months,  without  payment 
of  any  subscription  or  entrance  fee.  He  shall  be  entitled  to 
attend  the  ordinary  Meetings,  but  he  shall  not  have  a  vote,  shall 
not  be  eligible  for  office,  shall  not  be  entitled  to  receive  a  copy 
of  the  '  Reports,'  and  shall  not  introduce  visitors.  If,  at  the 
termination  of  the  period  for  which  he  has  been  elected  a  Tem- 
porary Member,  he  desires  to  become  an  Ordinary  Member  of 
the  Society,  he  must  go  through  the  iisual  form  of  election,  but 
shall  be  exempt  from  paying  any  entrance  fee. 

Honorary  Members. 

9.  The  Council  shall  have  power  to  propose  for  election  as 
Honorary  Members  the  names  of  persons  eminent  in  medicine, 
surgery,  or  the  collateral  sciences.  The  Honorary  Members, 
who  shall  not  exceed  twelve  in  number,  shall  be  balloted  for, 
after  proposal  by  the  Council,  at  a  General  Meeting  of  the 
Society,  and  be  subject  to  the  same  rules  as  govern  the  election 
of  ordinary  members.  They  shall  enjoy  all  the  privileges  of 
ordinary  members,  voting  excepted.  They  shall  not  be  called 
upon  to  pay  any  fee  or  subscription. 

Resignation  and  Expulsion  of  Members. 

10.  Any  member  may  retire  from  the  Society  on  giving 
written  notice  of  the  intention  to  do  so  to  one  of  the  Secretaries 
and  on  paying  any  contributions  that  may  be  due. 

The  name  of  any  member  may  be  expunged  from  the  Society's 
roll  only  at  a  General  Meeting  convened  by  the  Council  specially 
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for  consideratiou  of  the  case.  At  least  ten  votes  must  be  re- 
corded, and  four  fifths  of  the  votes,  if  recorded  in  favour  of  the 
expulsion,  shall  be  decisive.  Any  person  expelled  in  accordance 
with  this  rule  shall  forfeit  all  claim  upon  the  Society. 

Subscriptions. 

11.  The  annual  subscription  for  Ordinary  Members  shall  be 
One  Guinea,  payable  in  advance  at  the  beginning  of  the  session 
in  October.  Ordinary  Members  elected  after  July  the  31st,  1901, 
shall  pay  an  entrance  fee  of  One  Gruinea  ;  but  in  the  case  of  any 
member  elected  subsequently  to  Easter  in  any  year  the  member 
shall  not  be  called  upon  to  pay  a  subscription  during  the  ensuing 
session.  Original  Members  pay  no  entrance  fee.  A  member 
shall  at  any  time  be  exempted  from  further  annual  subscriptions 
by  paying  a  composition  fee  of  Ten  Ouineas. 

A  member  whose  subscription  is  six  months  in  arrear  shall  be 
reminded  of  the  fact  by  one  of  the  Honorary  Secretaries  ;  and  if 
the  amount  due  remain  unpaid  during  the  current  year,  his 
name  may  be  removed  by  the  Council  from  the  list  of  members. 

Election  of  Officers. 

12.  The  Officers  of  the  Society  shall  be  elected  by  ballot  at 
the  Annual  Meeting.  No  member,  except  the  Honorary 
Treasurer,  may  hold  the  same  office  for  a  longer  period  than 
three  consecutive  years.  A  list  of  names  recommended  by  the 
Council  for  election  shall  be  sent  to  each  ordinary  member  at 
least  fourteen  days  before  the  Annual  Meeting  of  the  Society. 
A  name  or  names  may  be  substituted  on  the  voting  paper  for 
that  of  any  member  or  members  proposed  by  the  Council  for 
election.  Two  Scrutineers  shall  be  appointed  by  the  Chairman 
at  the  commencement  of  the  Annual  Meeting,  and  their  duty 
shall  be  to  receive  and  examine  the  balloting  lists,  and  report, 
the  results  to  the  meeting.  In  the  case  of  equal  voting  the 
Chairman  shall  decide  by  lot. 

Honorary  Treasurer. 

13.  The  Honorary  Treasurer  shall  have  charge  of  the  funds 
of  the  Society,  and  keep  an  account  in  an  orderly  and  business- 
like way  of  all  sums  that  pass  through  his  hands.  He  shall 
receive  all  moneys  due  to,  and  pay  all  moneys  due  from,  the 
Society,  only  after  the  accounts  have  been  passed  by  the 
Council  and  signed  by  two  of  the  members  present.  He  shall 
keep  a  printed  receipt-book  for  subscriptions  and  fees,  and 
every  receipt  shall  be  signed  by  him  and  countersigned  by  one 
of  the  Honorary  Secretaries.  He  shall  prepare  an  annual  state- 
ment  of   accounts,   which  shall   be  audited    by   two   ordinary 
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members  of  the  Society  not  iu  office,  aud  presented,  with  the 
Council's  Report,  to  the  next  Annual  Meeting.  He  shall  keep 
a  separate  banking  account  in  the  name  of  the  Society,  and  shall 
invest  the  funds  from  time  to  time  as  directed  by  the  Council. 
The  Honorary  Treasurer  shall  be  ex  officio  a  member  of  Council. 

Honorary  Editor  op  '  Reports.' 

13a.  The  Honorary  Editor  of  the  'Reports'  shall  edit  the 
Society's  '  Reports  '  and  he  shall  keep  all  papers  and  communi- 
cations and  illustrations  intended  for  publication  in  the  '  Reports.' 
He  shall  be  ex-officio  a  member  of  the  Council. 

Honorary  Secretaries. 

14.  The  Honorary  Secretaries  (or  one  of  them)  shall  conduct 
all  correspondence,  notify  to  new  members  their  election,  and 
convene,  attend,  and  minute  all  meetings  of  the  Society,  of  the 
Council,  and  of  any  committees  appointed  by  the  Council. 
They  shall  arrange  the  order  of  proceedings  at  all  meetings. 
They  shall  submit  to  the  Council  all  official  communications  and 
all  nominations  for  membership  iu  the  Society.  They  shall 
keep  a  register  of  all  cases  and  papers  communicated  to  the 
Society,  and,  unless  otherwise  decided  by  the  Council,  shall  act 
as  editors  of  all  publications  authorised  l)y  the  Council.  They 
shall  keep  a  roll  of  the  officers  and  members  of  the  Society.  In 
the  discharge  of  these  various  duties  the  Secretaries  shall  have 
power  to  employ  clerical  assistance,  to  use  printed  or  typed 
forms,  and  to  prej^ay  jDostages  and  telegrams.  They  shall  be 
ex  officio  members  of  Council. 

Meetings. 

15.  These  shall  be  Ordinary,  Sjjecial,  and  General. 
Ordinary  Meetings  shall  be  held  at  hospitals  in  London  or 

elsewhere,  or  in  places  appointed  by  the  Council.  There  shall 
not  be  more  than  eight  Ordinary  Meetings  in  the  year,  and  of 
these  one  at  least  shall  be  held  elsewhere  than  in  London.  The 
meetings  shall  take  place  upon  the  third  Friday  in  the  months 
of  October,  November,  January,  February,  March,  April,  May, 
and  June,  at  5.30  p.m.,  unless  otherwise  arranged  by  the  Council. 
They  shall  not  be  of  longer  duration  than  two  hours,  except  by 
sjDecial  resolution  of  the  Meeting.  Clinical  and  Pathological 
Demonstrations,  and  discussions  thereon,  shall  take  precedence 
(3ver  papers.  ISTothiug  relating  to  the  laws  or  the  management 
of  the  Society  shall  be  discussed  at  an  Ordinary  Meeting. 

Special  Meetincjs  may  be  convened  by  the  Council  for  the 
purpose  of  discussing  a  subject  or  subjects  deemed  to  be  of 


particular  interest  in  relation  to  disease  in  children,  or  to  allied 
subjects. 

A  General  Meeting  shall  be  called  by  the  Honorary  Secretaries 
on  the  requisition  of  any  five  members  of  Council  or  of  any 
twenty  ordinary  members  of  the  Society.  At  least  fourteen 
days'  notice  shall  be  given  to  every  ordinary  member  of  the 
Society ;  and  the  character  of  the  business  to  be  transacted  at 
such  meeting  shall  be  stated  on  the  summons  paper.  No 
business  other  than  that  set  forth  upon  the  summons  jjaper 
shall  be  considered  at  the  meeting. 

The  Annual  General  3feeting  shall  be  held  at  a  time  and  in  a 
place  determined  by  the  Council,  fourteen  days'  notice  having 
been  given  to  every  ordinary  member  of  the  Society.  Its 
business  shall  include  election  of  officers,  presentation  of  the 
annual  Eeport  of  the  Council,  and  the  discussion  of  any  pro- 
posed alteration  or  alterations  in  the  rules  (notice  of  which  shall 
be  given  in  the  summons  convening  the  meeting) .  Ten  ordinary 
members  shall  form  a  quorvim.  No  change  in  the  rules  shall 
be  valid  unless  three  fourths  of  the  votes  are  recorded  in  favour 
of  the  alteration.  A  notice,  written  or  printed,  may  be  served 
upon  any  member,  either  personally  or  by  sending  it  through 
the  post  in  a  prepaid  letter,  addressed  to  such  member  at  his 
registered  address. 

Chairman. 

16.  A  Chairman,  who  must  be  an  ordinary  member  of  the 
Society,  shall  be  chosen  by  show  of  hands  or  by  ballot  at  the 
commencement  of  each  meeting,  whether  ordinary,  special,  or 
general.  He  shall  sign  the  minutes  of  the  preceding  meeting 
or  meetings,  regulate  the  proceedings,  check  irregularities, 
interpret  the  application  of  the  laws,  and  enforce  the  recognised 
rules  of  debate.  The  Chairman  shall  have  an  ordinary  and  a 
casting  vote. 

Publications. 

17.  Reports  shall  be  published  in  such  manner  and  at  such 
times  as  the  Council  may  direct.  A  copy  shall  be  forwarded 
free  to  every  Honorary  Member  of  the  Society,  and  to  every 
ordinary  member  whose  subscription  is  not  in  arrear. 

Visitors. 

18.  An  ordinary  member  may  introduce  two  medical  men  as 
visitors  at  ordinary  meetings  of  the  Society.  Visitors  shall  sign 
their  names  in  the  book  provided  for  the  purpose.  On  the 
invitation  of  the  Chairman,  visitors  shall  be  permitted  to  take 
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part  in  the  discussions  of  the  Society.     The  same  visitor  shall 
not  be  introduced  more  than  twice  during  one  session. 

Council. 

19.  The  Council  shall  have  the  management  of  the  affairs  of 
the  Society,  and  shall  meet  as  often  as  may  be  necessary  for  the 
transaction  of  business.  Seven  days'  notice  of  each  meeting 
shall  be  sent  by  the  Honorary  Secretaries  to  every  member  of 
Council.  Five  members  shall  form  a  quorum.  The  Council 
shall  determine  questions,  if  necessary,  by  ballot.  The  Council, 
at  its  first  meeting,  shall  elect  from  amongst  its  members  a 
Chairman,  to  preside  over  its  deliberations  during  the  session. 
He  shall  not  hold  office  for  longer  than  two  consecutive  years. 
In  his  absence  the  chair  shall  be  taken  by  some  other  member 
of  Council,  duly  proposed  and  seconded.  The  Chairman  of 
Council  shall  have  a  casting,  in  addition  to  an  ordinary  vote. 
The  Council  shall  from  time  to  time  make  regulations,  issue 
instructions,  appoint  committees,  and  take  any  other  lawful 
steps  to  further  the  good  government  of  the  Society.  It 
shall  prepare  and  present  to  the  Annual  Meeting  a  Eeport 
upon  the  state  of  the  Society.  The  Council  shall  be  em- 
powered to  fill  all  vacancies  that  may  occur  from  death  or 
otherwise  between  one  Annual  Meeting  and  another.  It 
shall  decide  all  questions  relating  to  the  publication  of  the 
'  Reports.'  It  shall  annually  depute  three  of  its  members, 
with  the  Honorary  Secretaries,  to  form  a  Committee  of 
Reference,  the  cUity  of  which  shall  be  to  determine  the 
acceptance  of  communications  referred  to  it  by  the  Honorary 
Secretaires.  The  Council  shall  be  elected  by  ballot  at  the 
Annual  Meeting.  One  third  of  its  members,  exclusive  of  the 
Honorary  Treasurer  and  the  Honorary  Secretaries,  shall  be 
replaced  annually  by  an  equal  number  of  ordinary  members  of 
the  Society.  An  Extraordinary  Meeting  of  Council  may  be 
called  (1)  by  the  Chairman  of  Council,  or  (2)  by  the  Honorary 
Secretaries,  and  (3)  shall  be  called  by  the  Honorary  Secretaries 
on  the  requisition  of  any  five  members  of  Council.  Seven  days' 
notice  of  such  extraordinary  meeting  must  be  given  in  writing 
by  the  Honorary  Secretaries  to  every  member  of  Council  upon  a 
summons  paper  specifying  the  object  for  which  the  meeting  is 
called. 


REPORT    OF    THE    COUNCIL,    1904-5. 

Re<i(l  at  the  Annital  G-eueral  Meeting,  held  at  No.  11, 
Chandos  Street,  Cavendish  Square,  W.,  on  Wednesday, 
July  the  19th,  1905. 


The  Council  lia.ve  pleasure  in  reporting  that  the  total 
membership  of  the  Society  is  now  332,  there  having  been 
48  new  names  added  to  the  roll  during*  the  current  session. 
They  have  accepted  with  great  regret  the  resignation  of 
Dr.  W.  A.  Wills,  owing  to  ill-health,  and  desire  to  express 
their  appreciation  of  his  services  to  the  Society  and  to 
the  Council.  The  Society  has  also  to  mourn  the  loss  by 
death  of  Mr.  Herbert  Allingham. 

The  Ordinary  Meetings  of  the  Society  continue  to  be 
well  attended,  and  many  interesting  cases  and  specimens 
have  been  demonstrated  and  discussed  during  the  session. 
A  Special  Meeting  was  held  in  December  for  the  purpose 
of  a  discussion  on  "  Sudden  and  Unexpected  Death  in 
Children."  The  medical  aspects  of  the  subject  were 
dealt  with  by  Dr.  C.  J.  Macalister,  Dr.  J.  Porter  Parkinson, 
and  Mr.  J.  W.  Thomson  Walker,  while  Mr.  A.  H.  Tubby 
discussed  the  surgical  causes,  and  Dr.  J.  Blumfeld  death 
during  ana3sthesia.  The  Wightman  Lecture  was  delivered 
in  May  by  Dr.  Henry  Ashby,  who  took  as  his  subject, 
"  Some  of  the  Neuroses  of  E?.rly  Life."  The  lecture  was 
very  much  appreciated  by  all  who  were  present,  and  a 
very  cordial  vote  of  thanks  was  accorded  to  the  lecturer 
on  the  motion  of  Dr.  William  Ewart,  seconded  by  Dr. 
Leonard  Guthrie. 

The  Provincial  Meeting  was  held  at  Sheffield  on 
Saturday,  June  the  17th.  A  large  number  of  interesting 
clinical    cases    and    pathological    specimens    were   demon- 
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strated  at  the  Children's  Hospital^  and  the  meeting-  then 
proceeded  to  the  reading  and  discussion  of  papers.  In 
the  evening  the  members  and  their  friends  dined  together^ 
under  the  chairmanship  of  Dr.  C.  N.  Grwynne.  The 
Meeting  was  a  most  successful  one,  and  the  Council  desire 
to  express  their  indebtedness  to  Dr.  Gwynne  and  Dr. 
Willey,  who  kindly  undertook  the  necessary  local  arrange- 
ments, and  to  the  members  and  non-members  of  Sheffield 
who  supplied  clinical  cases  and  papers. 

The  Council  have  invited  Dr.  Broca,  President  of  the 
Society  of  Paediatrics  of  Paris,  to  deliver  the  Wightman 
Lecture  in  1906,  and  are  pleased  to  report  that  he  has 
kindly  consented  to  do  so. 

The  finances  of  the  Society  are  in  a  satisfactory-  con- 
dition, as  will  be  seen  from  the  Treasurer's  report. 


TREASUEER'S    REPORT. 


The  Treasurer  has  much  pleasure  in  drawing  attention 
to  the  sound  financial  position  of  the  Society. 

A  balance  of  £149  9*.  lOd.  was  carried  forward  from 
last  year's  account,  allowing*  a  further  investment  of  £100 
in  Consols,  thus  bringing  the  invested  funds  up  to 
£341  10s.  2d.  in  2^  per  cent.  Consols.  The  subscriptions 
collected  amounted  to  £347  lis.  Od.,  which,  together  Avith 
the  balance  sale  of  Reports  and  dividends,  brought  the 
available  assets  up  to  £514  Ss.  Id.  Of  this  sum  £307  19^.  6d. 
have  been  expended,  leaving  a  balance  to  be  carried 
forward  of  £206  46'.  2d.  There  was  a  balance  last  year 
of  £20  for  the  Wightman  Lecture  of  this  year,  which  was 
drawn  in  favour  of  Dr.  H.  Ashby,  and  a  further  sub- 
scription of  £20  has  been  received  from  Mr.  Wightman 
and  remains  in  hand  for  the  Wightman  Lecture  of  1906. 

R.    CLEMENT    LUCAS. 


XIV 


^ 


OCl        r— l-^OOOO 

T— I 

r-l  I— I 

OrH         CiCOC».-IOCO 


xO  CI 


!>.    1 

oo 

o 

CO    , 

CI 

o  o 

o 

-* 

oo 

o 

o 

JO 

I— 1 

o 

CI  CI 

'^ 

o 

«■ 

ut) 

"-I 

'•^ 

<^ 

w 

o 

^ 

•^ 

I— 1 

r^ 

■^ 

CO 

PAYMENTi 

&  Trench, 
2h  %   Cons 
invested    . 
ited 

Sons  (£13 

of  London 
iitberland 
n     ... 
y  Casli 

o  -p     ■Si' 

n3 

^ooc,^^. 

CO     CO     ^     fi 

^-^ 

cc.2*«i-5Ph 

•  >-^ 

'^ 

"^  o  P'o.^ 

^ 

P^  q 

QJ  CD  O    0)    3S 

00 

i^^^'-QSJ 

6 

Z'Mrfl 

Hollebo 

£112 

£341 

W.  Stra 

G.  Pulr 

£5  9s 
Adlard  ; 
Medical 
Dr.  Geo 
Mr.  H.  : 
Treasnr 

o 

P      ^ 

pq 

■" 

H 
O 

02 

p 

^-   O  O  O  -H 

i^ 

w 

oo 

o 

^    ,— 1         rH  1— 1 

^ 

:     "s 

.    Oi  I— I  CO  O) 

CO 

:z5 



o 

CO            I— 1  I— 1 

1— 1 

rHCO 

1—1 
iCi 

^  o  o 

tH  CI  CI 

o 

H 

:M    : 

n 

'o 

O 

-^ 

« 

Ed 

S! 

•IS^ 

rt 

=2 

•02  o 

-ij 

r73  o 

.r.^ 

S  ^  rt 

o 

3  5  o 

o 

^  ?>  s 

P 

Snbsc 
Messi 
Divid 

P5 
P 
P 

2§ 

po 
p  . 

Ph    • 


^' 

T* 

■73 

pia 

o 

o 

%     ■ 

IQ 

=2  a 

V  3 

^ 

-1-^   s 

r3    O 

V 

S    O 

ct 

fcc^ 

;3r^ 

3.^ 
-3^ 

o  o 

3 

«  .• 

U     0) 

O 

i^ 

^5 

f-^  ^ 

r- 

:S    o 

r-" 

PP 

tpi 

XV 


Meetings  of  the   Society   were   held  during   the   Session  of 
1904—1905  at  the  Jindermentioned  iDlaces. 

1.  Friday,  October  the  21st,  1904.— No.  11,  Chaudos  Street. 

Cavendish  Square,  W.  Dr.  Fletcher  Beach  iu  the 
Chair. 

2.  Friday,  November  the  18th,  1904.— No.  11,  Chandos  Street, 

Cavendish  Square,  W.  Mr.  Egbert  Jones  (^Liverpool) 
in  the  Chair. 

3.  Friday,    December   the    16th,    1904    (Special    Meeting  for 

the  discussion  of  "  Sudden  and  Unexpected  Death  in 
Children"). — No.  11,  Chandos  Street,  Cavendish  Square, 
W.     Dr.  Frederick  Taylor  in  the  Chair. 

4.  Friday,  January  the  20th,  1905.— No.  11,  Chandos  Street, 

Cavendish  Square,  W.     Dr.  Percy  Lewis   (Folkestone) 
iu  the  Chair. 
0.  Friday,  February  the  17th,  1905.— No.  11,  Chandos  Street, 
Cavendish     Square,     W.       Dr.      Edmund      Hobhotjse 
(Hove)  in  the  Chair. 

6.  Friday,  March  the  17th,  1905.— No.   11,  Chaudos    Street, 

Cavendish  Square,  W.  Dr.  Leonard  Guthrie  in  the 
Chair. 

7.  Friday,    April   the   14th,    1905.— No.   11,   Chandos  Street, 

Cavendish  Square,  W.  Mr.  R.  Clement  Lucas  in 
the  Chair. 

8.  Friday,    May   the    5th,    1905.— No.    11,    Chandos    Street, 

Cavendish  Square,  W.  Dr.  George  Carpenter  iu  the 
Chair. 

9.  Friday,    May  the  19th,    1905  (the  Wightman  Lecture  on 

"  Some  of  the  Neuroses  of  Early  Life,"  by  Dr.  Henry 
Ashby,  Manchester). — No.  11,  Chandos  Street,  Caven- 
dish Square,  W.     Mr.  R.  Clement  Lucas  in  the  Chair. 

10.  Saturday,  June  the  17th,  1905  (Provincial  Meeting).— The 

Children's  Hospital,  Western  Bank,  Sheffield.  Dr. 
George  Willey  (Sheffield)  in  the  Chair. 

11.  Wednesday,  July  the  19th,  1905  (Annual  General  Meeting). 

— No.  11,  Chandos  Street,  Cavendish  Square,  W.  Dr. 
Robert  Hutchison  in  the  Chair. 


LIST  OF  OFFICE  BEARERS, 

PAST    MEMBERS    OF    COUNCIL,    WITH    DATES    OF 

SERVICE,  AND  MEMBERS  OF  THE  SOCIETY 

FOR  THE  SESSION  1905— 1906. 

(Revised  October,  1905.) 


(O.M.  =  Original  Member.  T.  =  Treasurer.  S.  =  Secretary.  S  with 
date  attached  =  Past  Secretary.  P.S.  =  Provincial  Secretary.  P.S. 
with  date  attached  =  Past  Provincial  Secretary.  Ed.  =  Editor  of  the 
Reports.  C.  =  Member  of  the  Council.  C  witli  date  attached  =  Past 
Member  of  Council.  *  =  Life  Member.  C.C.  =  Chairman  of  Council. 
C.C.  with  date  attached  =  Past  Chairman  of  Council.  W  =  Wightmau 
Lecturer.     W  with  date  attached  =  Past  Wightmau  Lecturer. 


Elected 
N    O.M.    Abkahams,  Bertram  Louis,  M.B.,  Assistant-Physician 
*•  at  Westminstei'  Hospital ;  14,  Welbeck  Street,  W. 

O.M.    AcHARD,    Alexander    Louis,    M.D.,    34a,    Gloucester 
Place,  W. 

1902  Adams,  Charles  E.,  227,  Gipsy  Road,  S.E. 

O.M.     Alliott,  Alexander  John,  M.D.,  Surgeon  at  The  Hip 
Hospital,  Sevenoaks  ;  The  Vine,  Sevenoaks. 

1904     Anderson,  C.  M.,  M.D.,  146,  Gloucester  Terrace,  Hvde 
Park,  W. 

1903  Anderson,   J.    Ford,   M.D.,    41,    Belsize    Park,   N.W. 

(C.  1903-4,  1904-5.) 

1901  Archdale,    Mervyn   A.,    M.B.,    East    Eiding   Lunatic 

Asylum,  Beverley. 

1902  Armour,  Donald  John,  M.B.,  Assistant- Surgeon  at  The 

West-London  Hospital ;  Senior  Assistant- Surgeon  at 

The    Belgrare    Hospital  for    Children;    89,    Harley 
Street,  W. 

VOL.   V.  h 


XVIII 

Eleded 

O.M.    Armstrong,  Henry  George,  Me'lical-OfRcer  at  Wellina:- 

tou  Colleo-e  :  Wellinc^ton  College,  Berlcs.      (C.  1900-1. 

1901-2.)' 

1901  Armstrong,  John  T.,  Selbv  House,  Beaumont  Terrace, 

West  Kensington,  W. 

O.M.  AsHBY,  Henry,  M.D.,  Physician  at  The  Manchester 
Greneral  Hospital  for  Children  ;  Lecturer  on  Diseases 
of  Children  at  Owens  College;  13,  St.  John  Street, 
Manchester.  (W.  1904-5.)  (C.  1900-1,  1901-2, 
1902-3.) 

O.M.    Barnardo,  Thomas  John,  18,  Stepney  Causeway,  E. 

1900  Barr,  James,  M.D.,  Physician  at  The  Eoyal  Infirmary, 

Liverpool;  72,  Eodney  Street,  Liverpool. 

1902  Barrett,  Alfred  Keppel,  5,  Bedford  Gardens,  Ken- 

sington, W. 

1904  Batchelor,  Charles,  1,  Fairfield  Avenue,  Staines, 
Middlesex. 

1901  Battams,  J.  Scott,  123,  Lavender  Hill,  S.W. 

1904  Baumann,  E.  p.,  M.D.,  Box  1257,  Johannesburg,  Trans- 
vaal, S.  Africa. 

O.M.  Beach,  Fletcher,  M.B.,  Physician  at  The  West-End 
Hospital  for  Diseases  of  the  NervoiTS  System  ;  Win- 
chester House,  Kingston  Hill,  Surrev.  '  (C.  1900-1, 
1901-2,  1902-3.) 

1901  Beddard,    Arthur    Philip,   M.D.,    Senior    Assistant- 

Physician  and  Pathologist  at  The  West-London  Hos- 
pital :  44,  Seymour  Street,  W. 

1904  Bidwell,  Leonard,  Surgeon  at  The  West  London 
Hospital ;  15,  Upper  Wimpole  Street,  W. 

1900  Blagg,  Arthur  F.,  M.D.,  Physician  at  The  Orthopaedic 
Hospital  for  Children,  Bristol  ;  28,  Caledonia  Place, 
Clifton,  Bristol. 

1902  Blaikie.    James    Brunton,    M.B.,    Physician    at    The 

Hospital  for  Consumption,  Margaret  Street,  W.  ;  22, 
Grosvenor  Street.  W. 

O.M.  Bluck,  Walter  Caedy,  M.B.,  Byford  House,  York 
Eoad,  Southend-on-Sea. 

O.M.  Blumfeld,  Joseph,  M.D.,  Assistant- Anaesthetist  at 
St.  George's  Hospital  ;  7,  Cavendish  Place,  W.     (C.) 


XIX 

Elected 

1904  BoLTOx,  Charles,  M.D.,  Assistant-Pliysician  at  Univer- 
sity College  Hospital ;  Assistant-Physican  at  The 
North-Easteni  Hospital  for  Childreu,  Hackney  Road, 
N.E. ;   16,  Devonshire  Street,  W.    • 

1903  Bkaithwaite,  John,  M.D.,  Physician  at  The  Devonshire 

Hospital  and  Buxton  Bath  Charity,  Hardwick  Cliff, 
Buxton. 

O.M.     Beightman,  Frank,  Aspley  House,  Broadstairs,  Kent. 

1904  Briscoe,  J.  Charlton,  M.B.,  Phvsician  at  The  Evelina 

Hospital  for  Sick  Children ;  110^  Harley  Street,  W. 

1901  Brown,  John  Henry,  M.D.,  14,  Burugi-eave  Road, 
Sheffield. 

O.M.     Browne,  Hablot  J.  M.,  M.B.,  Hoylake,  Cheshire. 

1901  Bryant,  John  Henry,  M.D.,  Assistant-Physician  at 
Guy's  Hospital ;  8,  Mansfield  Street,  W. 

1904     Burgess,  Harold,  L. 

1904  Burgess,  Richard. 

1901  *BuRGESs,  William  Milner,  43,  Nicoll  Road,  Harlesden, 
N.W.     (C.  1904-5.) 

O.M.  BuRGHARD,  Fred.  Francois,  M.S.,  Surgeon  at  King's 
College  Hospital  and  at  Paddington-G-reen  Children's 
Hospital  ;  86,  Harley  Street,  W. 

1905  Burnet,  James,    M.D.,    Registrar,   Royal  Hospital    for 

Sick    Childreu,   Edinburgh  ;    20,    Pohvarth    Crescent, 
Edinburgh. 

1904  BuRNiE,  W.  Gilchrist,  Consulting  Medical  Officer, 
Childi-en's  Hospital,  Bradford;  1,  Drewton  Street, 
Bradford. 

1904  Burrows,  Harold,  M.B.,  Assistant-Surgeon  at  The 
Bolingln'oke  Hospital ;  32,  Wimpole  Street,  W. 

1901  Burt,  Albert  Hamilton,  52,  Lansdowne  Place,  Hove, 

Susses. 

O.M.  Burton,  Charles  George,  77,  Church  Street,  Lower 
Edmonton,  IST. 

1902  Buzzard,  E.  Farquhar,   M.B.,   Assistant-Physician   at 

The  Belgrave  Hospital  for  Children,  A ssistant-Phvsician 
at  The  Royal  Free  Hospital ;  33,  Harley  Street,  W. 

1902     Bythell,  W.  J.  S.,  "  Woodcliffe,"  Prestwich,  Manchester. 


XX 

Elecied 

1905  Campbell,  Harry,  M.D.,  Physician  at  the  North-West 
London  Hospital,  and  at  the  West  End  Hospital  for 
Nervous  Diseases  ;  23,  Wimpole  Street,  W. 

1902  Campbell,  Henry  Johnstone,  M.D.,  Senior  Physician 
at  The  Bradford  Eoyal  lulirmary. 

1901  Campbell,  Egbert,  M.B.,  Senior  Surgeon  at  The  Belfast 
Hospital  for  Sick  Children  ;  21,  Great  Victoria  Street, 
Belfast.  (C.  1904-5.)    (C.) 

O.M.  Carmichael,  James,  M.D.,  Consulting- Physician  at  The 
Eoyal  Edinburgh  Hospital  for  Sick  Children ;  22, 
Northumberland  Street,  Edinburgh.     (C.  1901-2.) 

O.M.  Carpenter,  George,  M.D  ,  Physiciati  at  The  North- 
Eastern  Hospital  for  Children  ;  late  Physician  at  The 
Evelina  Hospital  for  Sick  Children ;  Editor  and 
Founder  of  '  The  British  Journal  of  Children's 
Diseases';  12,  Welbeck  Street,  W.  (C.  1900-1.)  (S. 
1901-2,  1902-3,  1903-4.)  (Ed.  'Eeports'  1900-1, 
1901-2,  1902-3,  1903-4,  1904-5.)     (Ed.) 

0  M  Carre-Smith,  Herbert  L.,  74,  Holland  Park  Avenue, 
Holland  Park,  W.    (C.  1902-3,  1903-4,  1904-5.) 

1900  Cathcart,  George  C,  M.B.,  Senior  Assistant-Surgeon 

at  The  London  Throat  Hospital,   35,   Harley  Street, 
W. 

O.M.  *Cautley,  Edmund,  M.D.,  t*hysician  at  The  Belgrave 
Hospital  for  Children  ;  Phvsiciau  at  The  Metropolitan 
Hospital;  15,  Upper  Brook  Street,  W.  (C.  1900-1. 
1901-2,  1902-3.)     (S.  1904-5.)     (S.) 

1901  Cave,   Edward   John,  M.D.,  Physician   at   The  Eoyal 

United  Hospital,  Bath ;  20,  Circus,  Bath. 

O.M.  Chaffey,  Wayland  C,  M.D.,  Physician  at  The  Eoyal 
Alexandra  Hospital  for  Children,  Brighton ;  18, 
Palmeira  Square,  Hove,  Sussex.  (C.  1900-1,  1901-2, 
1902-3.) 

1901  Chaldecott,  John  Henry,  Anaesthetist  at  St.  John's 
Hospital  for  Diseases  of  the  Skin,  at  The  MetrojDoIitan 
Throat,  Nose,  and  Ear  Hospital,  and  at  The  Italian 
Hospital ;  60,  Harley  Street,  W. 

O.M.  Chapman,  Charles  William,  M.D.,  Physician  at  The 
Hospital  for  Diseases  of  the  Heart,  Solio  Square;  21, 
Weymouth  Street,  W.     (C.  1903-4,  1904-5.)     (C.) 


XXI 

Elected 

1901  Cheyne,  William  Watson,  C.B.,  CM.,  F.K.S.,  Surgeon 
at  King's  "College  Hospital,  and  at  Paddington-Green 
Children'?  Hospital;  75,  Harlev  Street,  W.  (C. 
1901-2.)  ^ 

1901  Clapham,  E.  W.,  48,  Harley  Street,  W. 

O.M.  Clarke,  Ernest,  M.D.,  Surgeon  at  The  Central  London 
Ophthalmic  Hospital;  Ophthalmic- Surgeon  at  The 
Miller  Hospital,  Greenwich  :  3,  Chandos  Street,  Caven- 
dish Square,  W. 

O.M.  Clarke,  James  Jackson,  M.B.,  Surgeon  to  Out-patients 
at  The  City  Orthopaedic  and  at  The  North- West- 
London  Hospitals  ;  18,  Portland  Place,  W. 

1904  Clogg.  H.  S.,  M.S.,  Assistant- Surgeon  at  Charing  Cross 

Hospital,  and  Surgeon  at  the  Evelina  Hospital  for  Sick 
Children  ;  117a,  Harley  Street,  W. 

1902  CocKBUEN,  Robert  P.,  64,  The  Avenue,  Ealing,  W. 

1902  Collier,  H.  Stansfield,  Surgeon  to  Out-patients  at 
St.  Mary's  Hospital,  and  Assistant-Sm-geon  at  The 
Hospital  for  Sick  Children,  Great  Ormond  Street ; 
57a,  Wimpole  Street,  W. 

1901  Collier,  Mark  Purcell  Mayo,  M.S.,  Senior  Assistant- 
Surgeon  at  The  North-West-London  Hospital ;  Con- 
sulting-Surgeon at  The  National  Hospital  for  Diseases 
of  the  Nervous  System;  133,  Harley  Street,  W. 

1901  Cooper,  Percy  Robert,  M.D.,  "  Glenthorne,"  The 
Downs,  Bowdon,  Cheshire. 

1901     Corner,  Harry,  M.D.,  Brook  House,  Southgate,  N. 

1905  CowpER,  W.  P.,  30,  Frognal  Lane,  Hampstead,  N.W. 

1901  Cox,  Joshua  J.,  M.D.,  Physician  for  Diseases  of  Children 

at  The  Clinical  Hospital,  Manchester  ;  38,  Deansgate, 
Manchester. 

1904  Critchley,  Harry  George,  M.D.,  10,  Bentinck  Street, 
W. 

1902  Cross,    Ernest,    W.,   "  The    Limes,"    Wallwood   Park, 

Leytonstone. 

1901  Crossley,    Leonard,     M.B.,     "  Beechwood,"     Arnside, 

Carnforth,  Lancashire. 

1902  Crowley,  Ralph  H.,  M.D.,  Physician  at  The  Bradford 

Roval  Infirmarv  ;  116,  Manningham  Lane,  Bradford. 


XXII 

Elected 

1904  Curl,    Sydney    Walter,    M.D.,     58,     Croacli    Street, 

Colchester. 

1902  Curtis,  Henry  J.,  B.S  ,  late  Surgeon  at  The  Eoyal 
Hospital  for  Women  and  Children ;  late  Surgeon  at 
the  North-Eastern  Hospital  for  Children  :  Surgeon 
at  the  Memorial  Hospital,  Bulawayo,  S.  Africa. 

1901  Dawnay,  Archibald  Hugh  Payan,  Anaesthetist  at  The 
Roval  Orthopaedic  Hospital ;  67a,  Harley  Street,  W. 

O.M.     Deas,  Frank,  Thorndale,  Merton  Park,  S.W.     (C.) 

O.M.  Dent,  Clinton  T.,  M.C,  Surgeon  at  St.  George's  Hospital 
and  at  The  Belgrave  Hospital  for  Children;  61,  Brook 
Street,  W.     (C.  1902-3,  1903-4,  1904-5.) 

O.M.  Dockrell,  Morgan,  M.D.,  Physician  at  St.  John's  Hos- 
pital for  Diseases  of  the  Skin  ;  9,  Cavendish  Square,  W. 

1901  DoDD,  Arthur  Herbert,  49,  Church  Road,  Hove; 
Sussex. 

1901  Douglas,  Arch.  E.,  Assistant-Medical  Officer  and  Deputy 
Superintendent  at  The  Eoyal  Albert  Asylum,  Lancaster. 

1901  Drake-Brockman,  E.  F.,  Lieutenant-Colonel  I.M.S.,  late 
Professor  of  Physiology  and  Diseases  of  the  Eye  at  The 
Medical  College,  Madras,  and  late  Superintendent  at 
The  Eve  Infirmary,  Madras,  India ;  14,  Welbeck 
Street,  W. 

O.M.  Drew,  Douglas,  B.S.,  Surgeon  at  The  North-Eastern 
Hospital  for  Children  and  at  The  Hosjjital  for  Women, 
Soho  Square  ;  1,  Harley  Street,  W. 

1905  Dudgeon,    Leonard     S.,     Superintendent    of    Clinical 

Laboratory,  St.  Thomas's  Hospital ;  6,  Powis  Gardens, 
Bayswater,  W. 

1901  Dun,  Egbert  Craig,  M.B.,  Surgeon  at  The  Liverpool 
Infirmary  for  Children  ;  6,  Eodney  Street,  Livei'pool. 

1901     DuNLOP,  James,  Aveley,  Purfleet,  Essex. 

1901  Dunn,  W.  J.  Eobertson,  46,  Wellington  Terrace,  West 
Derby  Eoad,  Liverpool. 

1901  Edelsten,  Ernest  Alfred,  M.B.,  370,  Brixton  Eoad, 
S.W. 

1904  Edmunds,  Arthur,  B.S.,  Assistant- Surgeon  at  The 
Paddington  Green  Children's  Hospital;  23,  Upper 
Wimpole  Street,  W. 


XXIII 

Elected 

O.M.     Edmunds,  Walter,  M.C,  Sm-geon  at  The  Tottenham 

Hospital;    2,    Devonshire    Place,    W.       (C.    1900-1, 

1901-2,  1902-3.) 

1905  Elliott,  Andrew,  M.D.,  Medical  Registrar,  West 
London  Hospital ;  11,  Upper  Berkeley  Street,  Portinan 
Square,  W. 

1901  Ellis,  W.  McDonogh,  M.D.,  Assistant-Physician  at 
The  Hospital  for  Women,  Bath  ;  Cedar  Lodge,  Bath. 

1904  Emanuel,  J.    Gf.,    M.D.,  Physician    to    Out-patients   at 

Queen's  Hospital,  Birmingham ;    47,  Newhall    Street, 
Birmingham. 

1905  English,  T.  Crisp,  B.S.,  Assistant-Surgeon  at  St.  George's 

Hospital,  and  at  the  Grosvenor  Hospital  for  Women 
and  Children;  31,  Grosvenor  Street,  W. 

1904  Evans.  Arthur,  M.S.,  Assistant-Surgeon  at  Westminster 
Hospital,  Surgeon  to  out-patients  at  The  Seamen's 
Hospital,  Royal  Victoria  and  Albert  Dock ;  53,  Queen 
Anne  Street,  W. 

1901  Evans,  J.  Howell,  M.Ch.,  31,  New  Cavendish  Street, 
Portland  Place,  W. 

1901     Evans,  Thomas  Hy.,  95,  Shaw  Street,  Liverpool. 

1904     Evelyn,  William  Arthur,  M.D.,  24,  Micklegate,  York. 

O.M.  Ewart,  William,  M.D.,  Senior  Physician  at  St.  George's 
Hospital  and  at  The  Belgrave  Hospital  for  Children ; 
33,  Curzon  Street,  Mayfair,  W.     (C.  1904-5.)     (C.) 

O.M.  Fenwick,  William  Soltau,  M.D.,  Senior  Physician 
at  The  London  Temperance  Hospital,  late  Physician  at 
The  Evelina  Hospital  for  Sick  Children;  29,  Harley 
Street,  W. 

1901  Fisher,  H.  Wycliffe,  "  Rathescar,"  Greenbank  Drive, 

Sefton  Park,  Liverpool. 

O.M.  Fisher,  Theodore,  M.D.,  late  Pathologist  at  The  Bristol 
Royal  Infirmary,  and  late  Physician  to  Out-patients  at 
The  Bristol  Hospital  for  Sick  Children  ;  Pathologist  at 
The  North-Eastern  Hospital  for  Children.  (C.  1900-1.) 
(P.S.  1901-2,  1902-3,  1903-4.)     (C.  1904-5.) 

1902  Flower,  George  John  William,  "  Hendford,"  Yeovil, 

Somerset. 


XXIV 

Elected 

1901  FoESTER,  Henry  John,  119,  Victoria  Eoad,  Eomford, 
Essex. 

1903  Fortescue-Brickdale,  John  Matthew,  M.D.,   Regis- 

trar and  Pathologist  at  The  Royal  Hospital  for  Children 
and  Women,  Bristol ;  52,  Pembroke  Road,  Cliftoji, 
Bristol. 

O.M.  Fox,  T.  CoLCOTT,  M.B.,  Physician  for  Diseases  of  the 
Skin  at  Westminster  Hospital,  and  at  Paddington- 
Green  Hospital  for  Children  ;  14,  Haiiey  Street,  W. 

1901  Free  LAND,  Ernest  Harding,  Surgeon  at  St.  George's 
and  St.  James's  General  Dispensary ;  145,  Harley 
Street,  W. 

1901  *Frost,  Edmund,  M.B.,  "  Chesterfield,"  Chesterfield  Road, 
Eastbourne. 

O.M.  Fuller,  Andrew,  Local  Government  Board  Inspector  ; 
"The  Bushes,"  Chase  Road,  Oatlands  Park,  Wey- 
bridge,  Surrey. 

1901  George,  Alfred  Walter,  M.D.,  Sux'rey  House,  Shoot- 
np  Hill,  N.W. 

1905  Gerrard,  Alfred  H.,  M.B.,  Surgeon  at  the  South 
Wimbledon  and  Merton  Cottage  Hospital ;  90,  Merton 
Road,  Wimbledon,  S.W. 

1904  Gerrish,   Daniel    S.,    Coningsby   Villa,    332,    Church 

Road,  St.  George,  Bristol. 

1900  Gervis,    F.    Harcourt,   M.D.,    1,    Lyncroft   Mansions, 

West  Hampstead,  N.W. 

1905  Gibson,    George 'A.,    M.D.,    Physician   at   the    Royal 

Infirmary,  Edinburgh ;  3,  Drumsheugh  Gardens, 
Edinburgh.     (C.) 

O.M.     GiFFARD,  Henry  Edward,  Denham  House,  Egham. 

O.M.  Giles,  Leonard  Thomason,  5,  St.  Nicholas  Parade, 
Scarborough. 

1905  Goldsmith,  G.  Harvey,  M.D.,  Ophthalmic  Surgeon, 
at  Bedford  County  Hospital ;  Harpur  Place,  Bedford. 

1901  Grant,  J.  Dundas,  CM.,  Surgeon  at  The  Central  London 

Throat  and  Ear  Hospital ;  18,  Cavendish  Square,  W. 

O.M.  Gray,  Alexander  C.  E.,  M.D.,  1,  Elm  Park  Gardens, 
South  Kensington,  W. 


XXV 

Elected 

1904  Grunbaum,  Otto  F.  F.,  M.D.,  Assistant-Physician  at 
the  Belt,n-ave  Hospital  for  Children  ;  Medical  Reo;istvar 
at  the  London  Hospital ;  30a,  Wimpole  Street,  W. 

1901  GuLLAN,  Archibald  Gordon,  M.D.,  5,  Canning  Street, 
Liverj^ool. 

O.M.  Guthrie,  Leonard  George,  M.D.,  Physician  at  The 
Hospital  for  Epilepsy  and  Paralvsis,  Regent's  Park  ; 
Senior  Physician  at  the  Paddington-Green  Children's 
Hospital ; '  15,  Upper  Berkeley  Street,  W.  (C.  1900-1, 
1901-2,  1902-3.)     (C.  1904-5.)     (C.) 

O.M.  GwYNNE,  Charles  Nelson,  M.Ch.,  Surgeon  at  The  Chil- 
dren's Hospital,  Sheffield  ;  Highfield  House,  Sheffield. 
(C.  1903^,  1904^5.)     (C.) 

19u4     Harke,  S.  L.,  M.B. 

1904  Harman,  N.  Bishop,  M.B.,  Ophthalmic  Surgeon, Belgrave 
Hospital  for  Children  ;  108,  Harley  Street,  W. 

O.M.  Hawken,  Giles  Lockwood  Lang,  Surgeon  at  St.  John's 
College,  Hurstpierpoint,  Sussex. 

1901  Hawthorne,  Charles  Oliver,  M.D.,  Physician  at  The 
Central  London  Ophthalmic  Hospital  ;  Assistant- 
Physician  at  The  Eoyal  Hospital  for  Children  and 
Women;  63,  Harley  Street,  W.      (C.) 

1901  Hayes,  Thomas  C,  M.D.,  Professor  of  Obstetric-Medi- 
cine and  Diseases  of  Women  at  King's  College  Hos- 
pital;  17,  Clarges  Street,  Mayfair,  W. 

1904     Haynes,  G.  Secretan,  4,  Trinity  Street,  Cambridge. 

1901  Heywood,     Charles     Christopher,     M.B.,     Winter's 

Buildings,  St.  Ann  Street,  Manchester. 

1904  Hill,  G.  Wm.,  M.D.,  Surgeon  for  Diseases  of  the  Ear 
at  St.  Mary's  Hospital ;  26,  Wevmouth  Street,  Port- 
land Place,  W. 

1902  Hinds,  Frank.  M.D.,  Honorary-Surgeon  at  The  Infirmary, 

Worthing;  17,  Tennvson  Road,  Worthing.   (C.  1904-50 
(C.) 

1901  HoBHOUSE,  Edmund,  M.D..  Assistant-Physician  at  The 
Sussex  County  Hospital  ;  Physician  at  The  Eoyal  Alex- 
andra Hospital  for  Children,  Brighton ;  12,  Second 
Avenue,  Hove.     (C.  1903-4.)      (C.) 


XXVI 

Elected 

1904  HoBSON,  H.  Overton,  M.D.,  32,  Upper  Berkeley  Street, 

W. 

1905  HoLLiNGs,  Gtjy  B.,  M.D.,  22,  Endsleigli  Gardens,  N.W. 

1901  HoPKiNSON,  Albert,  M.B.,  2,  Parsonage  Road,  Witliing- 
ton,  Manchester. 

1904     Howard,  John  Alexander,  M.D.,  40,   Harold   Road, 

Upper  Norwood. 

1901  Hutchison,  Robert,  M.D.,  Assistant- Physician  at  The 
London  Hospital,  and  at  The  Hosi^ital  for  Sick  Chil- 
dren, Great  Oruiond  Street ;  22,  Queen  Anne  Street, 
W.     (C.  1901-2,  1902-3,  1903^.) 

O.M.  HuTTON,  David  Mount,  M.D.,  5,  Lulworth  Road, 
Birkdale. 

O.M.  HuTTON,  Henry  Richmond,  M.B.,  Physician  at  The  Man- 
chester General  Hospital  for  Children  ;  16,  St.  John 
Street,  Manchester.     (C.  1903-4,  1904-5.)     (C.) 

1901     Huxley,  Henry,  39,  Leinster  Gardens,  Hyde  Park,  W. 

1904     imThurm,  Robert  McKenzie,  Ailsa,  Sydenham. 

O.M.  Jaffrey,  Francis,  Assistant-Surgeon  at  St.  George's 
Hospital ;  Surgeon  to  Out-patients  at  The  Belgrave 
Hospital  for  Children ;  33,  Nottingham  Place,  W. 
(C.  1901-2,  1902-3,  1903-4.)     (S.) 

1901     James,  Charles  Alfred,  49,  Stamford  Hill,  N. 

O.M.  Jessop,  Walter  Hamilton  Hylton,  M.B.,  Ophthalmic- 
Surgeon  at  St.  Bartholomew's  Hospital ;  73,  Harley 
Street,  W. 

1901  Johnson,  L.   Capper,    Lidgate  Park  Road,   Roundhay, 

Leeds. 

1902  Johnson,  Raymond,  Surgeon  at  University  College  Hos- 

pital and  at  The  Victoria  Hospital  for  Children  ;  11, 
Wimpole  Street,  W. 

1904    Jones,  A.  Ernest,  M.D.,  13,  Harley  Street,  W. 

O.M.  Jones,  Robert,  Surgeon  at  The  Royal  Southern  Hos- 
pital, Liverpool ;  11,  Nelson  Street,  Liverpool.  (C. 
1900-1,  1901-2.) 

1903  Jones,    W.     Llewellyn,    M.D.,    58,    Thomas    Street, 

Merthyr   Tydfil,    South   Wales. 

1901  Kapadia,  S.  a.,  M.D.,  49,  Longridge  Road,  South  Ken- 
sington. 
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Elected 

1905  Kellie,  Kenneth  H.  A.,  M.B.,  Westfield,  Curzon  Park, 
Chester. 

1902  Kelson,  William  Hy.,  M.D.,  Assistant- Surgeon  at  The 
London  Throat  Hospital;  17,  Cavendish  Place,  Caven- 
dish Square,  W. 

O.M.     Knapton,  G-eoege,  Yew  Bank,  Bowdon,  Cheshire. 

1904  Knight,  Frederick,  M.D.,  Physician  at  The  Swansea 
Hospital ;  10,  Walter  Terrace,  Swansea. 

O.M.  Lack,  Harry  Lambert,  M.D.,  Surgeon  to  the  Throat 
Department  at  The  London  Hospital ;  Surgeon  at  The 
Throat  Hospital,  Golden  Square  ;  48,  Harley  Street,  W. 

1901  Lact,  Alexander  Gairdner,  "  Saumarez,"  Sunninghill, 
Ascot,  Berks. 

1901  Lake,  Eichard,  Surgeon  at  The  Eoyal  Ear  Hospital ;  00, 
Harley  Street,  W. 

O.M.  Lambert,  Sydney  H.  A.,  M.B.,  Gothic  House,  Harrow- 
on-the-Hill. 

1901  Langdon-Down,  Percival  L.,  M.B.,  47,  Welbeck 
Street,  W. 

1900  Langdon-Down,  Reginald  Langdon,  M.B.,  47,  Welbeck 

Street,  W. 

O.M.     Lankester,  Alfred  Owen,  5,  Upper  Wimpole  Street,  W. 

O.M.  Lawson,  Arnold,  M.D.,  Assistant-Surgeon  at  The  Eoyal 
London  Ophthalmic  Hospital,  and  Ophthalmic- Sur- 
geon at  Tlae  Children's  Hospital,  Paddington- Green  ; 
12,  Harley  Street,  W. 

O.M.  Lee,  Philip  George,  Surgeon  at  The  Women  and  Chil- 
dren's Hospital,  Cork  ;  25,  St.  Patrick's  Hill,  Cork. 

1904  Leedham-Green,  Charles  A.,  M.D.,  Surgeon  at  Queen's 
Hospital,  Birmingham;  9,  Newhall  Street,  Birmingham. 

1901  Leslie,  W.  Murray,  M.D.,  74,  Cadogan  Place,  Belgrave 

Square,  S.W. 

1904  Lett,  Hugh,  Ch.B.,  Assistant-Surgeon  at  The  Belgrave 
Hospital ;  25,  Queen  Anne  Street,  W. 

O.M.  Lewis,  Percy  G.,  M.D.,  Honorary  Medical  Officer  at  The 
Victoria  Hospital,  Folkestone ;  22,  Manor  Eoad, 
Folkestone.     (C.  1903-4,  1904-5.)     (C.) 


XXVIII 

Elected 

1904  LiNGARD,  Alfred,  M.B.,  Imperial  Bacteriologist  to  the 
Indian  Government,  Imperial  Bacteriological  Labora- 
tory, Nainital  District,  United  Provinces,  India. 

O.M.  Lister,  Thomas  David,  M.D.,  Assistant-Physician  at  the 
Royal  Hospital  for  Women  and  Children,  Assistant- 
Physician  at  The  Mount  Vernon  Hospital ;  50,  Broolc 
Street,  W. 

1904  Lister,  William  Tindall,  B.C.,    Ophthalmic- Surgeon 

at  The  Hospital  for  Children,  Great  Ormond  Street, 
Assistant- Surgeon  at  The  Central  London  Ophthalmic 
Hospital ;  30,  Queen  Anne  Street,  W. 

1901  Livingstone,  George  R.,  35,  George  Street,  Dumfries, 
N.B. 

1905  LovF,  V.  Warren,  B.S.,  Assistant-Surgeon  at  St.  Mary's 

Hospital ;  27,  Queen  Anne  Street,  Cavendish  Square,  W. 

O.M.  *LxJCAS,  R.  Clement,  B.S.,  Senior  Sui'geon  and  Lecturer 
on  Surgeiy  at  Guy's  Hospital ;  Consultiug-Surgeon  at 
The  Evelina  Hospital  for  Sick  Children  ;  50,  Wimpole 
Street,  W.     (T.)     (W.  1903^.)     (C.C.) 

1905  Maddox,  R.  H.,  M.B.,  Major  I.M.S.,  Ranchi,  Chota 
Nagpur,  India. 

O.M.  McCaw,  John,  M.D.,  Phvsician  at  The  Belfast  Hospital 
for  Children  ;  78,  Dublin  Road,  Belfast.     (C.  1901-2.) 

1904  McGregor,  John,  M.D.,  15a,  Pembridge  Crescent,  W. 

1905  McIlraith,  C.  H.,  M.D.,  44,  Half  Moon  Street,  Heme 

Hill,  S.E. 

O.M.     McKenzie,  Dan,  M.D.,  Holly  Lodge,  Leytonstone. 

O.M.  McKerron,  Robert  Gordon,  M.D.,  Senior  Physician 
at  The  Children's  Hospital,  Aberdeen  ;  1,  Albyn  Place, 
Aberdeen.     (C.  1902-3.) 

1901  McNab,  Alexander  Anderson,  M.B.,  15,  Wesley 
Road,  Armley,  Leeds. 

1900  Macalister,  Charles  John,  M.D.,  Physician   at   The 

Liverpool  Royal  Southern  Hospital ;  35,  Rodney  Street, 
Liverpool.     (C.  1901-2,  1902-3,  1903-4.) 

1901  Mackintosh,    John    Stewart,    St.    Ive,    Piatt's   Lane, 

Hampstead,  N.W. 

1901     Mackintosh,    William    Alexander,    M.B.,    3,    Park 

Terrace,  Stirling.     (C.  19u4-5.) 


XXIX 

Elected 

1901  Maitland,  Alfred  Derwent,  1,  Gloucester  Villas, 
Hauwell,  W. 

1904  Makin.  Frank  Humphrey,  M.B.,  c'o  'South  African 
Remaster,'  80,  Fleet  Street,  E.G. 

1901  Makins,  George  Henry,  C.B.,  Surgeon  at  St.  Thomas's 

Hospital;  Consulting- Suro'eon  at  The  Evelina  Hos- 
pital for  Sick  Children  ;  47,  Charles  Street,  Berkeley 
Square,  W. 

O.M.  Malcolm,  John  D.,  CM.,  Surgeon  at  The  Samaritan  Free 
Hospital ;  13,  Portman  Street,  Portman  Square,  W. 

1904  Marsh,  J.  J.,  104,  Sloane  Street,  S.W. 

O.M.  Marshall,  Lewis  W.,  M.D.,  Surgeon  at  The  Children's 
Hospital,  Nottingham ;  42,  The  Eopewalk,  Notting- 
ham.    (C.  1900-1,  1901-2,  1902-3.) 

1900  May,  W.  Page,  M.D.,  9,  Manchester  Square,  W. 

1920  Maynard,  J.  Seymour,  M.B.,  4,  Charles  Street,  St. 
James's  Square,  S.W. 

1905  Mayou,  Marmaduke  S.,  46,  Weymouth  Street,  Portland 

Place,  W. 

1904  Midelton,  William  John,  72,  Charminster  Road, 
Bournemouth. 

O.M.  Milburn,  Charles  Henry,  M.S.,  Surgeon  at  The 
Victoria  Hospital  for  Children,  Hull ;  158,  Anlaby 
Road,  Hull. 

1902  Miller,  Charles  Hewitt,  Oughtrington  House,  Lymm, 

Cheshire. 

1902  MiLLiGAN,  Wyndham  Anstruther,  cm..  Anaesthetist 
at  The  Great  Northern  Central  Hospital ;  104,  Bethune 
Road,  N. 

1901  Milne,  Robert,  M.D.,  32,  Bow  Road,  E. 

O.M.  Moline,  Paul  F..  M.B.,  Anaesthetist  at  The  Victoria 
Hospital  for  Children,  Chelsea ;  42,  Walton  Street, 
Chelsea,  S.W. 

1901  MoNSARRAT,  Keith  Waldegrave,  CM.,  Surgeon  at  The 
Northern  Hospital,  Liverpool ;  11,  Rodnev  Street, 
Liverpool.   (C  1904-5.) 

1901  Montgomery,  W.  P.,  B.S.,  Surgeon  at  The  Children's 
Hospital,  Manchester.  Assistant- Surgeon  at  The 
Manchester  Royal  Infirmary ;  15,  St.  John  Street, 
Manchester. 


XXX 

Elected 

1901  Morgan,  Cecil  Augustus,  M.B.,  6,  Somerset  Street, 
Portman  Square,  W. 

19(»2  Morgan,  George,  Senior  Surgeon  at  The  Children's 
Hospital,  Brighton ;  6,  Pavilion  Parade,  Brighton. 

1901  MoRisoN,  Alexander,  M.D.,  Phvsician  to  Out-patients 

at  The  G-reat  Northern  Central  Hospital,  and  at  The 
Children's  Hospital,  Paddington-Green  ;  14,  Upper 
Berkeley  Street,  W.     (C.  1903-4,  1904-5.)    (C.) 

1904  Morton,  C.  A.,  Surgeon  at  The  Bristol  General  Hospital, 

and  at  The  Bristol  Royal  Hospital  for  Sick  Children  ; 
14,  Vyvyan  Terrace,  Clifton. 

O.M.  Mossop,  Isaac,  Surgeon  at  The  Bradford  Children's 
Hospital ;  Victor  Lodge,  Manningham,  Bradford. 

1905  MouNSET,  R.  E.,  Moorlands,  Camberley,  Surrey. 

1902  Mummery,  John  Percy   Lockhart,  B.C.,    10,    Caven- 

dish Place,  W.,  Assistant- Surgeon  at  The  North-Eastern 
Hospital  for  Children.     (C.  1904-5.)     (C.) 

1901  MuNRO,  Henry  Acland,  M.B.,  "Luhvorth,"  Rushey 
Green,  Catford,  S.E. 

1904  Murphy,  J.  Keogh,  B.C.,  Surgeon  to  Out-patients  at 
The  Paddington  Green  Children's  Hospital ;  9,  Wey- 
mouth Street,  Portland  Place,  W. 

1901  MuRTZ,  Anton  Peter,  Clareville,  48,  Queen's  Road, 
Finsbury  Park,  K. 

1901  Nabarro,  David  N.,  M.D.,  Assistant-Professor  of 
Pathology  and  Lecturer  on  Bacteriology,  University 
College  ;  6,  Crown  Office  Row,  Inner  Temple,  E.C. 

1904  Nash,  Elwin  H.  T.,  Oulton  House,  Burnley  Road, 
Accrington,  Lanes. 

1901  Nash,  W.  Gifford,    Surgeon   at   The  Bedford  County 

Hospital ;  Clavering  House,  Bedford. 

1902  Newbolt,  George  P.,  Surgeon  at  The  Royal  Southern 

Hospital,  Liverpool ;  42,  Catherine  Street,  Liverpool. 

1901     NisBET,  J.  Tawse,  M.D.,  7,  Croxteth  Road,  Liverpool. 

1901  NivEN,     Robert,     Camberwell     Infirmary,     Brunswick 

Square,  S.E. 

1902  Northcote,  Percy,  M.B.,  101,  Jermvn  Street,  S.W. 


XXXI 

Elected 

1901     Oldmeadow,  Lloyd  J.  H.,  M.D.,  Kiuetou,  Warwickshire. 

1901  Oppenheimer,  Heinrich,  M.D.,  63,  Finsbmy  Pavement, 
E.G. 

1904  Orme,  Gilbert  Edward,  B.C.,  Lowfield,  Clitlieroe, 
Lanes. 

1904     Page,  H.  M.,  14,  Greville  Place,  S.W. 

1901  Palmer,  Frederick  S.,  M.D.,  7,  Gordon  Place,  Gordon 

Sqiiare.  W.C. 

O.M.  Parkinson.  J.  Porter,  M.D.,  Physician  at  The  Loudon 
Temperance  Hospital  and  Physician  at  The  North- 
Eastern  Hospital  for  Children;  57,  Wimpole  Street, 
W.     (C.  1903-4,  1904-5.)     (C.) 

1902  Parkinson,  Thomas  W.,  M.D.,  77,  Sloane  Street,  S.W. 

1903  Parry,    Egbert    H.,     Surgeon    at    The    Victoria    In- 

firmary and  at  The  Royal  Hospital  for  Sick  Chil- 
dren, Glasgow ;  8,  Roval  Crescent,  Queen's  Park, 
Glasgow.    "(C.)     (1903-4.) 

1901  Paterson,  Alexander  Gordon,  M.D.,  South  Lodge, 
Ascot,  Berks. 

1903  Pearson,  S.  Vere,  M.B.,  Assistant-Physician  at  The 
East  London  Hospital  for  Children,  Shadwell ;  8, 
Serjeant's  Inn,  E.C. 

1901  Pedley.  R.  Denison,  Dental- Surgeon  at  The  Evelina 
Hospital  for  Sick  Children,  S.E. ;  17,  Railway 
Approach,  London  Bridge,  S.E. 

1901  Pendlebury,  Herbert  S.,  B.C.,  Surgeon  at  The  Royal 
Hospital  for  Women  and  Children.  Assistant- Surgeon 
at  St.  George's  Hospital ;  44,  Brook  Street,  W. 

O.M.  *Penrose,  Frank,  M.D.,  Physician  at  St.  George's  Hos- 
pital and  at  The  Hospital  for  Children,  Great  Ormond 
Street ;  Peumener,  Parkstone,  Dorset. 

1901  Pernet,  George,  Assistant  at  the  Skin  Department, 
Universitv  College  Hospital  ;  94,  Harley  Street,  W. 
(C.  1903-4,  1904^5.)     (C.) 

1901  Perry,  Herbert,  M.D.,  Assistant-Physician  at  The 
General  Hospital,  Birmiugham,  Physician  to  Out- 
patients at  The  Children's  Hosjjital,  Birmingham ; 
54,  Newhall  Street,  Birmingham.     (C.) 

O.M.  Peskett,  a.  W.  Chalmers,  M.B.,  4,  Clermont  Road, 
Preston  Park,  Brighton. 
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Elected 

1902     Phillips,  Hugh,  M.B.,  28,  Palace  Court,  W. 

1905  Pike,  Douglas  R.,  M.B.,  3,  Cromwell  Crescent,  Ken- 
sington. S.W. 

1904  Piper,  Francis  Perris,  M.B.,  King's  Leigh,  Tankerton, 
Whitstable. 

1901  Poland,  John,  Senior  Surgeon  at  The  Miller  Hospital. 

Greenwich ;  Surgeon  at  The  City  Orthopaedic  Hos- 
pital ;  2,  Mansfield  Street,  W. 

1902  Potter,    Bernard   Elwell,    M.B.,    Resident    Medical 

Officer  at  St.  George's  Dispensary,  Hanover  Square  ; 
16,   Little  Grosvenor  Street,  W. 

1901  Potts,  William  A.,  M.D.,  160,  Hagley  Road,  Birming- 
ham. 

1904  Powell,  Hugh  Falkenberg,  1,  Seagrove  Place,  Pittville, 
Cheltenham. 

1904  PoTNTON,   Frederick  J.,  M.D.,  Assistant -Physician  at 

University  College  Hospital,  and  at  the  Hospital  for 
Sick  Children,  Great  Ormond  Street ;  1 ,  Harley  Place, 
Harley  Street,  W. 

O.M.    *Prangley,  Henry  J.,  Tudor  House,  Anerley,  S.E. 

1901     Pratt,  Eldon,  M.D.,  Henfield,  Sussex. 

1901  Pritchard,  George  Eric  Campbell,  M.D.,  14,  Crom- 
well Place,  South  Kensington,  S.W. 

1901     QuENNELL,  Arthur,  Brentwood,  Essex. 

1905  Randall,  Martin,  M.D.,   The   Lodge,    Leopold   Road, 

Wimbledon,  S.W. 

1901     Raw,  Nathan,  M.D.,  Mill  Road.  Liverpool. 
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SESSION    of   1904-5. 


1.  HTPEETROPHY  AFFECTING  THE  EIGHT   LOWEE 

LIMB. 

By  C.  0.  HAWTHOENE,  M.D. 

The  boy,  aged  12  years,  was  shown  to  the  Society  on 
February  the  2Lst,  1902  (see  'Reports/  vol.  ii,  p.  114.) 

The  patches,  previously  described  as  hemorrhagic,  on  the 
front  of  the  leg  ulcerated  some  tAvelve  months  ago  and 
have  never  completely  healed.  Dr.  Hawthorne  asked  the 
Society  whether,  in  view  of  the  inconvenience  which  the 
lad  suffered  from  the  condition  of  the  limb,  it  was  justifiable 
to  advise  him  to  submit  to  amputation. 

{E,i']iihifed  October  the  21st,  1904.) 

Discussion. 

Mr.  Arthur  Edmunds  thought  that  the  condition  was  a 
nsevoid  one,  in  which  the  hyperplasia  was  probably  secondary  to 
some  increase  in  the  vascularity  of  the  part.  He  was  of  opinion 
that  the  papillary  gi'owths  around  the  ulcer  were  due  to  iuflam- 
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matory  blocking  of  the  lympliatics  in  that  region.  Although  he 
believed  that  for  nicer  of  the  leg  amputation  was  too  rarely  per- 
formed, in  the  present  case  the  boy  was  too  young  to  realise  what 
amputation  meant,  and  the  loss  of  a  limb  always  greatly  militated 
against  obtaining  employment.  However  efficient  a  man  might 
be,  the  loss  of  a  limb  often  led  to  his  rejection.  The  boy  had 
apparently  been  lying  in  bed,  but  probably  under  very  unfavour- 
able conditions,  and  it  was  doubtful  whether  the  strict  i-est 
enjoined  was  ever  actually  obtained.  If  the  patient  could  be  in 
hospital  or  under  close  supervision,  with  his  leg  elevated,  and  at 
rest  with  suitable  topical  treatment,  the  ulcer  would  probably  be 
found  to  heal,  and  he  advocated  a  prolonged  trial  of  hospital 
treatment  before  amputation. 


2.  A    CASE    OF    HABIT    SPASM. 

By   EOBEET    HUTCHISON,   M.D. 

The  spasm  in  this  patient,  a  boy,  aged  10  years,  affected 
chiefly  the  muscles  of  the  right  side  of  the  neck,  though 
there  were  occasional  twitchings  of  the  eyes  and  violent 
bowing  movements  as  well.  The  spasm  had  been  present 
for  two  years  and  had  resisted  all  treatment.  There  was  no 
history  of  chorea  and  no  cause  was  assigned  for  the  onset. 
Another  boy  at  his  school  was  stated  to  have  developed 
similar  movements  as  the  result  of  imitation. 

{Exhihited  October  the  21st,  1904.) 

Discussion. 

Mr.  Donald  Armour  had  seen  cases  of  habit  spasm  in  Queen's 
Square  Hospital  which  were  treated  by  hypnotism,  but  without 
the  slightest  result. 

Dr.  Q.  A.  Sutherland  said  he  had  read  in  one  of  Dr. 
Oheadle's  writings  that  in  cases  of  habit  spasm  of  that  kind  it 
passed  off  on  the  completion  of  the  second  dentition.  Dr. 
Cheadle  did  not  recommend  any  treatment,  and  his  (Dr.  Suther- 
land's) experience  had  agreed  with  that ;  the  condition  had  always 
passed  off  in  his  cases. 

Dr.  Porter  Parkinson  said  he  had  seen  that  day  a  man,  aged 
65  years,  who  had  had  a  peculiar  spasm  of  the  left  eyelid  and 
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the  left  side  of  the  face  ever  since  he  was  five  years  of  age.  The 
only  muscles  affected  aj^peared  to  be  the  orbicvxlaris  oculi,  aud 
some  small  muscles  of  the  left  side  of  the  face.  The  spasm  was 
considerably  aggravated  when  the  man  became  excited.  He  ex- 
pressed no  opinion  as  to  whether  it  was  a  case  of  habit  spasm. 
He  had  an  acquaintance,  a  gentleman  over  seventy,  who  had 
always  had  a  similar  affection,  chiefly  involving  the  muscles 
which  pulled  the  mouth  to  one  side,  which  was  accompanied  by 
a  pressing  of  the  tongue  into  the  cheek.  In  neither  case  had 
there  lieen  any  cerebral  or  other  symptoms.  Thus  there  were 
certainly  some  cases,  apparently  indistinguishable  from  those  of 
habit  spasm,  in  which  the  spasm  certainly  did  not  pass  off,  and 
a  too  favourable  prognosis  should  not  always  be  given. 

Mr.  C.  H.  Milburn  (Hull)  suggested  the  nse  of  hypnotism 
in  the  case  because  he  had  been  told  that  no  treatment  had  been 
of  av.3il,  and  his  suggestion  was  in  the  nature  of  a  last  resoui'ce. 
In  course  of  conversation  with  the  mother,  he  asked  her  if  the 
boy  had  had  twitchings  or  movements  of  the  feet.  She  replied 
that  she  had  not  noticed  any  ;  but  immediately  the  question  was 
asked  the  boy  shuffled  his  feet.  After  an  interval  he  asked  the 
mother  if  there  had  been  movements  of  the  hands.  She  replied 
that  none  had  been  noticed,  but  with  the  question  the  boy 
twitched  both  hands.  After  five  minutes  he  asked  the  mother 
whether  tliere  had  been  movements  of  the  shoulders.  She 
replied  she  had  not  noticed  any,  but  immediately  the  boy  twitched 
both  shoulders.  That  seemed  to  show  that  suggestion  had  an 
influence  in  producing  movements,  therefore  probal^ly  counter- 
acting suggestion  might  have  a  good  effect. 

Dr.  Robert  Hutchison,  in  reply,  said  he  could  scarcely 
share  Dr.  Sutherland's  cheerful  view  of  the  future  of  the  case. 
Every  one  must  know  a  numbei*  of  people  who  grew  into  adult 
life  still  retaining  some  degree  of  habit  spasm.  He  would  not 
be  surprised  if  that  were  so  in  the  present  case.  He  had  tried 
ordinary  moral  suasion  and  suggestion,  which  for  a  time  seemed 
to  do  good,  biit  recently  the  condition  had  again  become  worse. 


3.  A  CASE  OF  BROMIDE  EASH. 

By  ROBEET  HUTCHISON,  M.D. 

A  CASE  of  bromide  rash  in  a  child,  aged  2  years,  who  had 
been  treated  with  bromide  (doses  unknown)  for  two  months 
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for  fits.  The  rash  consisted  of  discrete  spots,  some  of  them 
of  large  size,  on  the  face  and  extensor  aspects  of  the  arms 
and  back.  The  spots  were  not  pustular  but  of  the  fleshy 
sort  usually  met  Avith  in  young  children. 

{ExMUted  October  the  2l8t,  1904.) 


Discussion. 

Dr.  F.  J.  Poynton  thought  that  often  there  was  no  propor- 
tion between  the  dose  of  bromide  given  and  the  facility  with 
which  the  rash  appeared  in  children.  The  rash  not  only  did  not 
disappear  on  the  discontinuance  of  the  drug,  but  continued  to 
come  out  for  some  little  while.  He  agreed  that  the  most  usual 
form  of  the  eruption  was  one  like  that  in  the  case  shown,  and 
had  noticed  that  urticarial  and  other  spots  in  children  seemed  to 
take  on  a  hard  and  then  fleshy  form. 

Dr.  F.  Parkes  Weber  asked  whether  the  kidneys  were 
abnormal  in  the  case,  because  he  believed  that  persons  with 
kidney  disease  had  a  tendency  to  a  "  mycotic  "  form  of  eruption 
when  bromides  or  iodides  were  given. 

Dr.  Robert  Hutchison,  in  reply,  said  there  was  no  reason  to 
suppose  that  the  patient  had  renal  disease,  but  no  examination 
of  urine  had  been  made  to  ascertain  that.  He  would  look  into 
the  matter. 


4.  CONGENITAL  TROPHIC  (EDEMA. 
By  otto  GEUNBAIJM,  M.D. 

During  the  last  few  months  three  cases  of  congenital 
trophic  oedema  have  come  under  my  observation. 

Case  1. — T.  R — ,  a  male  child,  aged  3  months,  was 
brought  to  the  Belgrave  Hospital  for  Children  because 
the  mother  had  noticed  that  the  feet  were  swollen.  The 
parents  are  healthy  and  have  a  child,  aged  2  years,  which 
is  to  all  appearances  normal.  There  is  no  history  of  ab- 
normal labour,  nor  any  suggestion  that  the  cause  of  the 
deformity   is    due    to   maternal   impression.      I    remember 
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seeing*  a  case  some  years  ago  wliicli  was  ascribed  by  the 
mother  to  a  fright  from  an  elephant  during  the  period 
of  gestation  !  The  feet  alone  are  affected  at  the  present 
time ;  the  oedema  is  symmetrical.  There  are  constrictions 
at  each  of  the  joints  of  the  toes  and  at  the  ankles.  The 
child  is  microcephalic,  the  circumference  of  the  head  being 
27*5  centimetres. 

Case  2. — The  mother  of  the  second  child  tells  me  that 
her  mother  had  swollen  legs  ''  during  all  her  life/'  but 
there  seems  to  be  some  doubt  whether  the  oedema  was  con- 
genital. The  father  is  a  painter,  but  has  never  suffered 
from  any  signs  of  lead-poisoning  nor  from  any  illness 
Avhatever.  The  mother  says  that  her  feet  swell  towards 
evening,  but  are  normal  in  the  mornings.  There  are  three 
children — a  boy,  aged  6  years,  who  is  normal ;  a  girl,  aged 
5  years ;  and  a  baby,  aged  6  months  ;  these  two  latter  are 
affected  with  oedema  of  the  feet  and  legs. 

M.  H —  is  an  intelligent,  well-nourished  girl  with  well- 
marked  oedema,  and  on  her  I  have  had  an  opportunity 
of  making  a  few  observations.  The  feet,  legs,  and  lower 
half  of  the  thighs  are  swollen,  the  two  sides  are  sym- 
metrical. That  this  oedema  is  considerable  may  be  seen 
by  comparing  the  measurements  of  her  legs  with  those 
of  a  normal  child  of  the  same  ag^e  and  build  : 

Circumference   of   foot   over 
instep    .... 
Around  ankle     . 
Around  calf 
Around  knee 

It  is  evident  that  the  greatest  oedema  is  of  the  foot 
and  ankle.  The  toes  are  very  swollen  and  constrictions 
mark  the  joints.  The  oedema  is  hard  and  only  pits  upon 
prolonged  pressure.  The  legs  are  not  tender,  nor  do  they 
ache.  Although  the  mother  asserts  that  the  size  of  the 
legs  is  just  the  same  when  the  child  is  taken  out  of  bed 
as  when  she  is  put  to  bed  in    the    evening,   nevertheless 


M.  H. 

Normal  child. 

17-5  cm. 

13-7  cm. 

17 '5  cm. 

13-7  cm. 

20-6  cm. 

20-0  cm. 

22-7  cm. 

21"2  cm. 
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posture  does  make  some  slight  difference  in  the  limbs,  but 
the  difference  in  measurement  is  insignificant  in  comparison 
with  the  alteration  in  the  consistency  of  the  oedema.  The 
legs  are  considerably  harder  after  having  been  dependent 
for  some  time.  The  application  of  a  rubber  bandage  to 
them  diminishes  the  circumferential  measurement  by  5  to 
7  mm. 

The  colour  of  the  skin  is  normal  :  the  temperature  of 
the  legs  does  not  suggest  any  jjoverty  of  circulation. 

The  blood-pressure  in  the  brachial  artery  is  91  mm. 
of  mercury.  This  is  the  maximum,  measured  by  the 
obliterative  method  with  C.  J.  Martin's  modification  of  the 
Riva  Rocci  sphygmometer. 

It  is  no  easy  matter  to  decide  whether  the  skin  of  the 
legs  is  thickened,  for  the  oedema  of  the  subcutaneous  tissue 
leads  one  to  that  conclusion  upon  the  first  examination; 
after  prolonged  massage  I  was  unable  to  satisfy  myself 
that  there  was  any  permanent  pathological  alteration  of 
the  skin. 

Sensation  to  light  touch,  pressure,  heat,  cold,  and  pain 
was  normal. 

A  detailed  examination  of  the  blood  did  not  seem  to 
me  to  be  devoid  of  interest,  since  I  thought  that  it  might 
possibly  assist  me  to  decide  whether  the  oedema  is  due  to 
dilated  lymphatics  or  to  excess  of  lymph  in  the  connective- 
tissue  cells.  Blood  was  taken  from  a  finger  and  from 
an  oedematous  foot  before  and  after  massage.  Care  was 
taken  to  make  a  sufficiently  deep  incision  with  a  small 
lancet  to  lead  to  a  free  flow  of  blood  without  manipulation. 
The  blood  from  the  finger  was  found  to  contain 

Red  cells  .  .      5,500,000  per  cubic  mm. 

White  cells      .  .  7600    „       „ 

Hemoglobin    .  .  76  per  cent. 

(Haldane's  modification  of  Grower's  haemoglobinometer) . 
Blood  from  an  oedematous  foot  contained  : 

Red  cells  .  .      4,250,000  per  cubic  mm. 

White  cells      .  .  6600    „ 

Haemoglobin    .  .  70  per  cent. 
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After  five  minutes'  vigorous   massage  of  the  foot  blood 
withdrawn  from  it  contained  : 

Red  cells  .  .      8,240,000  per  cubic  mm. 

White  cells      .  .  6000    „ 

Fig.  1. 


The  last  specimen  of  blood  coagulated  in  75  seconds  at 
22°  C.  (Wright's  coagulometer) — i.e.  considerably  quicker 
than  normal.  Massage  of  normal  tissues  usually  leads  to 
a  similar  result  to  the  one  recorded  above,  but  not  to  so 
great  an  extent.  On  pricking  the  skin  of  an  area  which 
has  been  quite  recently  massaged,  tissue  lymph  pours  out 
with  the  blood  and  dilutes  it  so  that  the   number  of  cells 
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per  cubic  millimetre  is  decreased.  The  fact  that  the  dilu- 
tion in  this  case  seems  to  have  been  greater  than  normal 
suggests  that  the  oedema  is  due  to  tissue  lymph  and  not 
to  dilated  lymphatics,  because  these  would  have  been 
partially  emptied  by  massage.  The  comparison  of  diffe- 
rential counts  of  white  cells  in  the  blood  taken  from  the 
finger  and  the  foot  corroborates  this  view  : 

Finger. 
Polynuclear  .      49*0  per  cent 

Lymphocytes  .      40*3        ,, 

Hyaline  cells  .        4*0        „ 

Eosinophile  .        6"5        „ 

Basophile  .  .        0*2        „ 

(Over  500  cells  were  classified.) 

The  similarity  of  these  counts  makes  it  evident  that 
the  diluting  fluid  either  contained  white  cells  in  the  same 
proportion  as  the  blood  or  was  free  from  white  cells. 
The  fact  that  the  number  of  white  cells  was  less  in  the 
blood  taken  from  the  foot  than  in  that  taken  from  the 
hand  makes  it  certain  that  the  diluting  fluid  was  free  from 
white  cells — in  other  words,  that  it  w^as  tissue  lymph  and 
not  lymph  from  lymphatics.  The  percentage  of  poly- 
nuclear cells  is  very  low  for  a  well-nourished  child  of  five 
years.  The  eosinophilia  is  suggestive  of  a  parasitic  affec- 
tion, Filaria  were  not  seen  in  any  of  the  blood-films  ; 
this,  of  course,  does  not  prove  their  absence.  It  is  quite 
within  the  limits  of  possibility  that  the  increase  of  eosino- 
phile cells  is  due  to  some  intestinal  parasite  and  has  no 
relation  to  the  oedema.  The  examination  of  the  blood  of 
the  other  cases  illustrates  this. 

T.  R.  (Case  1),  J.  H.  (Case  3), 

aged  3  months.  aged  6  months. 

Polynuclear  .      32 '4  per  cent.  29  per  cent. 

Lymphocytes  .      63"6         „  63        „ 

Hyaline        .  .        1"6         „  6         „ 

Eosinophile.  .        2*4         „  2         ,, 

I  think  that  the    above   facts  point  towards  the  con- 
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(lit ion   being"  due    to  oedema  of  the  connective-tissue  cells 
and  not  to  dilated  lym]iliatics. 

Case  3. — J.  H — ,  a  male  child,  aged  6  months,  was 
admitted  into  the  Belgrave  Hospital  under  Mr.  Jaffrey, 
\vh(jm  I  have  to  thank  for  his  kindness  in  allowing  me  to 
describe  the  case.  He  presents  a  very  similar  condition  of 
feet  and  legs  to  his  sister  (Case  2).  The  feet  and  legs 
are  swollen,  but  the  feet  to  a  much  greater  extent  than 
the  legs.  The  skin  of  the  legs  is  thickened.  The  skin 
around  the  joints  of  the  toes  constricts  them  into  three 
almost  spherical  masses ;  the  oedema  of  the  terminal 
phalanges  is  so  great  that  the  plane  of  the  toes  is  tilted 
to  almost  a  rio-ht  angle  to  the  long  axis  of  the  toes.  The 
soles  of  the  feet  are  affected  as  well  as  the  dorsa ;  the 
heels  appear  to  be  normal.  The  measurement  around  the 
instep  is  13"1  cm.,  about  1'3  cm.  more  than  the  same 
measurement  of  a  child  of  the  same  age. 

Since  I  have  three  cases  only  to  add  to  the  list  it  would 
be  out  of  place  for  me  to  give  a  detailed  summary  of  the 
numerous  instances  of  this  condition  which  have  already 
been  recorded.  It  may,  however,  be  of  interest  to  see 
how  many  varieties  of  this  condition  have  been  described 
and  to  note  how  they  differ  one  from  another.  Hereditary 
angeio-neurotic  oedema  was  described  by  Osier  in  1888, 
but  this  is  quite  a  different  disease  from  the  one  under 
discussion,  for  the  oedema  is  not  persistent  and  affects 
different  parts  at  different  times.  It  is,  as  is  well  known, 
associated  with  other  neurotic  symptoms,  not  rarely  with 
intense  abdominal  neuralgia. 

Milroy,*  in  1892,  wrote  a  paper  on  "  An  Undescribed 
Variety  of  Hereditary  CEdema,'^  in  Avhich  he  referred  to 
twenty-two  individuals  in  a  family  of  ninety-seven  affected 
with  this  complaint.  The  above  cases  I  believe  to  be 
similar  to  those  described  by  Milroy.  Meige  t  recorded 
trophic  oedema  in  two  sisters;  in  one  of  these  the  disease 

*  '  New  York  Medical  Journal/  1892. 

t  '  Nouvelle  Iconographie  de  la  Salpetriere.' 
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was  unilateral.  These  cases  were  not  congenital.  Debove"^ 
has  termed  a  condition  in  which  the  oedema  does  not  occur 
en  masse,  but  which  affects  thighs  or  feet  and  not  toes,  as 
segmental  oedema.  In  one  of  his  cases  the  oedema  began 
sharply  at  the  gluteal  fold  and  ceased  at  the  popliteal 
space.  There  was  not  any  thickening  of  the  skin.  Feindel  t 
portrays  two  sisters  affected  with  oedema  in  which  the 
disease  was  asymmetrical  and  progressive.  Osier  %  kas 
described  cases  of  sclerodei-mia  accompanied  by  oedema, 
but  in  these  the  sclerodermia  seemed  to  be  the  primary 
affection.  Rolleston  §  described  a  family  in  which  persis- 
tent oedema  was  a  marked  feature  ;  in  his  cases  the  oedema 
was  distinctly  diminished  by  raising  the  legs ;  the  skin 
was  not  thickened. 

The  conditions  which  must  be  recognised  are  :  (1)  Con- 
genital hereditary  oedema — (a)  symmetrical,  (/>)  asymmet- 
rical ;  (2)  trophic  oedema  developing  in  later  life ;  (3) 
persistent  hereditary  postural  oedema ;  (4)  segmental 
oedema;   (5)  sclerodermia  with  oedema. 

Discussion. 

Mr.  A.  H.  Tubby  said  he  could  not  throw  much  light  ou 
the  couditiou,  but  wished  to  refer  to  a  certain  class  of  cases  of 
hypertrophy  of  the  subciitaueous  tissue  which  he  observed,  uoted, 
and  tabulated,  whilst  out-patieut  surgeon  at  the  Evelina  Hos- 
pital, and  brought  before  the  Edinburgh  meeting  of  the  British 
Medical  Association  some  years  ago.  Very  early  in  rickets,  even 
before  the  bone  lesions  manifested  themselves,  it  was  very 
common  to  find  hypertrophy  of  the  pad  of  subcutaneous  tissue 
on  the  dorsum  of  the  foot,  and  one  sometimes  saw  it  extending 
up  the  legs,  and  in  many  cases  it  was  well  marked  on  the  dorsal 
surface  of  the  hand.  He  watched  such  patients  for  a  long  time, 
and  found  that  as  the  rickets  improved,  and  after  the  bone 
lesions  had  subsided,  those  pads  disappeared.  In  that  disease 
he  believed  every  tissue  of  the  body  was  affected  in  some  degree, 
l)ut  the  incidence  of  the  affection  on  the  various  tissues  differed 
— sometimes  the  blood-vessels  were  seriously  involved,  in  others 

*  '  Presse  Medicale,'  1902. 

t  '  Gaz.  Heb.  de  Med.  et  Chir.,'  1902. 

I  '  Jovu'nal  of  Ciitaueoiis  and  Genito-Urinary  Diseases,'  1898. 

§  'Lancet,'  1902. 
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the  bones,  and  in  others  the  connective  tissue.  There  was 
another  form  of  hypertrophy,  truly  congenital,  which  he  did  not 
Ijelieve  Dr.  Griinbaum's  cases  had  any  connection  with,  namely, 
those  curious  cases  of  fatty  hypertrophy  commencing  in  the 
feet,  which  ran  a  curious  but  definite  clinical  course.  He  had 
observed  six  such  cases.  The  one  which  impressed  his  mind 
was  that  in  which  he  was  called  in  in  consultation  with  four 
other  surgeons  and  the  general  medical  attendant.  The  history 
of  those  cases,  and  of  that  one  in  particular,  was  striking.  The 
child  was  born  with  congenital  fatty  hypertrophy  of  the  toes,  in 
consequence  of  which  one  or  two  toes  were  removed.  The  fatty 
hypertrojjhy  recurred,  but  not  in  direct  continuity  with  the 
original  injury.  It  came  as  discrete  outgrowing  lobules  which 
subsequently  coalesced,  and  continued  its  growth  some  distance 
up  her  leg.  In  its  mode  of  growth  and  tendency  to  recurrence 
this  so-called  congenital  lipoma  approached  closely  to  the 
malignant  disease.  In  one  case  he  dissected  a  mass  from  the 
sole  of  the  foot,  and  examined  the  tissue,  and  the  appearances 
were  very  much  like  sarcoma — sarcoma  in  interstitial  connective 
tissue.  In  this  case  the  Avhole  fatty  growth  reappeared  in  a 
year,  and  eventually  he  had  to  amputate.  He  mentioned  those 
scattered  facts  to  show  that  there  was  a  wide  field  of  investiga- 
tion in  connection  with  congenital  hypertrophy  of  the  skin  and 
subcutaneous  tissue  in  childi-en. 

Dr.  F.  Parkes  Weber  mentioned  that  there  was  a  rare  but 
almost  identical  oedema,  not  congenital,*  and  not  of  a  family 
(hereditary)  character,  which  might  come  on  at  any  time  of  life, 
and  led  to  a  chronic  thickening  of  the  afi'ected  extremity.  This 
was  one  form  of  "  sporadic  elephantiasis,"  an  "  elephantiasis 
glabra,"  because  it  was  without  the  very  rough  or  warty  skin 
which  characterised  most  cases  of  sporadic  elephantiasis.  There- 
fore Dr.  Weber  did  not  think  rickets  could  have  very  much  to 
do  with  the  origin  of  the  cases  in  children  now  shown.  It 
might  be  objected  that  the  cases  which  occurred  considerably 
after  birth  were  of  a  different  class  to  the  congenital  and 
hereditary  cases,  but  he  did  not  think  so.  They  looked  the 
same  and  corresponded  practically  in  every  way.  The  con- 
genital and  hereditary  chronic  trophoedemas  were  sometimes 
unilateral,  hke  those  occurring  long  after  birth.  He  had 
brought  a  photograph  of  a  case  which  he  believed  to  be  a  case 
of  smooth  elephantiasis  of  one  leg  in  a  man  who  had  never  had 
erysipelas  or  any  recurrent  or  chronic  inflammation  in  the 
extremity  and  who  had  never  been  out  of  England.  He  would 
like  to   hear   Dr.  Griinbaum's  opinion  of   the  term  sometimes 

*  Cf.  the  chronic  trophcedema  case  of  Lannois,  'Presse  Med.,'  May 
the  7th,  1904,  p.  291. 
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used  iu  France,  namely,  chronic  segmentary  oedema.*  Surely 
to  regard  a  foot  or  a  limb  as  a  segment  was  not  correct. 

Dr.  Porter  Parkinson  thought  the  question  of  prognosis  in  the 
cases  was  illustrated  by  the  fact  that  the  mother  of  a  case  under 
his  care  attended  one  of  the  hospitals  in  London  in  1863,  with  a 
similar  condition  of  congenital  enlargement  of  the  subcutaneous 
tissues  of  both  limbs  below  the  knee.  In  spite  of  treatment, 
that  enlargement  gradually  increased,  and  now  both  legs  were 
of  considerable  size.  Though  the  feet  had  not  enlarged  in  the 
same  proportion,  the  boots  she  was  obliged  to  wear  were  a  source 
of  trouble  to  her.  In  the  case  of  the  child,  two  or  three  months" 
bandaging  had  no  effect  whatever,  except  that  one  could  see 
where  the  bandage  had  been.  The  oedema  was  hard,  and  did 
not  pit  on  pi'essure.  The  possibility  of  cardiac  or  renal 
disease  was  put  out  of  court  in  the  case  of  the  mother  by 
the  duration  of  the  condition,  and  there  was  no  sign  of  such 
disease  in  the  child. 

Mr.  George  Pernet  said  that  Dr.  Grrilnbaum's  cases  were 
extremely  interesting,  because  the  question  of  hereditary  chronic 
trophcedema  had  led  to  a  good  deal  of  discussion.  In  the  younger 
case  there  was  certainly  hypertrophy  of  the  skin  of  the  right  leg 
especially,  but  he  had  risen  in  order  to  draw  attention  to  an  in- 
structive paper  by  Meige,  in  the  '  Nouvelle  Iconographie  de  la 
Salpetriere,'  t  of  which  he  had  a  reprint,  and  a  perusal  of  which 
would  probably  interest  Dr.  Griinbaum,  and  the  members  of  the 
Society.  It  contained  many  illustrations  of  the  condition  as  it 
occurred  in  another  gi'oup  of  cases,  in  Avhich  several  generations 
were  affected.  Meige  mentioned  an  instance  of  this,  recorded  by 
Milroy  in  1893,  in  the  '  New  York  Medical  Eecord,'  in  which 
twenty-two  individuals  spread  over  six  generations  were  affected. 
According  to  Meige,  treatment  in  such  cases  appeared  useless. 
Meige  further  pointed  out  that  iu  his  cases,  which  developed  later 
than  Avas  the  case  in  Dr.  Griinbaum's,  thyroid  had  proved  useless. 
With  regard  to  congenital  elephantiasis  he  referred  to  a  paper  by 
Moncorvo,:]:  of  Rio  de  Janeiro,  in  which  was  a  picture  of  a  case 
something  like  the  one  shown  at  the  Bristol  meeting  of  the  Asso- 
ciation by  Drs.  Bertram  Rogers  and  Fortescue-Brickdale. 

Dr.  C.  O.  Hawthorne  said  that  in  the  paper  just  referred  to 
there  was  considerable  evidence  as  to  the  existence  of  a  distinct 
group  of  cases  which  could  be  called  chronic  trophic  oedema.   He 

*  Debove  ('  Presse  Med.,'  May  the  2Sth,  1902,  p.  510)  says  that  what 
he  has  called  segmentary  cedema  is  a  variety  of  Mei^e's  trophcedema  (see 
Meige, '  Presse  Med./ December  1-ith,  1898,  on  "  Hereditary  (Edematous 
Dystrophy,"  and  later  accounts  by  Meige) . 

t  1899. 

X  Reprint.     See  also  '  Annales  de  Derm,  et  de  Syph./  3e  serie,  tome  vi. 
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had  had  no  experience  of  the  disease,  but  would  say  that  the 
present  cases  corresponded  with  those  described  in  Meige's  paper. 
Whether  the  term  "  trophic  "  was  justified  or  not,  he  thoug-ht  it 
necessary  to  insist  upon  some  specific  distinguishing  term, 
because  there  were  cases  of  simple  hereditary  cedenia,  /.  e.  cases 
occasionally  occurring  in  young  children,  who  displayed  no  hyper- 
trophy of  the  skin  or  other  parts,  the  limb  l)eing  simply  oedema- 
tous,  and  the  oedema  going  down  when  the  limbs  were  raised.  A 
description  was  given  of  some  cases  of  this  order  by  Dr.  Rolleston 
in  the  '  Lancet '  of  Septemlier  the  20th,  1902. 

Dr.  Otto  Qriinbaum,  in  reply,  said  he  had  looked  up  the 
literature,  and  it  seemed  to  him  there  were  three  definite  condi- 
tions— one  mentioned  as  segmental  oedema,  where  it  was  not 
necessary  for  the  ends  of  the  limbs  to  be  cedematous,  and  Avhich 
had  been  ascribed  to  a  segment  of  the  cord  being  affected,  and 
the  nerve-supply  from  that  segment  being  interfered  with,  and 
leading  to  localised  oedema.  Another  form  was  that  to  which 
Dr.  Hawthorne  referred.  In  the  case  of  the  two  sisters  men- 
tioned by  Dr.  Hawthorne,  the  oedema  developed  when  they  were 
about  sixteen  years  old. 


5.  TWO   CASES    OF    POLIO-ENCEPHALITIS   ASSO- 
CIATED  WITH    MEASLES. 

By    LEONARD    GUTHRIE,   M.D. 

Case  1.  Cerebral  diplegic  athetosis. — Dr.  Leonard  Guthrie 
showed  (by  kind  permission  of  Dr.  George  Ogilvie)  a  boy^ 
aged  6  years^  who  developed  measles  in  February,  1904. 
On  the  sixth  day  he  was  seized  with  general  convulsions 
and  became  unconscious.  He  remained  unconscious  for 
seven  weeks,  speechless,  and  paralysed  on  the  right  side, 
with  loss  of  sphincter  control. 

At  present  he  was  rapidly  regaining  speech,  thougli 
utterance  was  very  indistinct.  He  did  not  appear  to  be 
mentally  deficient,  and  was  beginning  to  control  his 
sphincters.  The  optic  discs  were  healthy.  There  was  no 
trace  of  hemiplegia,  except  slight  weakness  of  the  lower 
rio'ht  side  of  the  face. 
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He  was  unable  to  sit  or  stand,  and  showed  in  marked 
degree  typical  athetoid  movements  of  the  trunk  and  all 
extremities.  The  movements  ceased  during  sleep,  and  Avere 
increased  on  attempted  voluntary  actions.  The  knee-jerks 
could  not  be  elicited ;  there  was  no  ankle  clonus  ;  the  plantar 
reflexes  were  usually  negative,  sometimes  extensor,  in  type. 

Case  2.  Polio-encephalitis  {cerehellar)  occurring  chiving 
measles. — The  child,  a  girl,  aged  6  years,  had  been  shown 
by  Dr.  J.  Anderson  Smith  at  a  meeting  of  the  Society  held 
in  April  of  the  present  year.* 

On  February,  1904,  on  the  third  day  of  measles  she  de- 
veloped cerebral  symptoms — vomiting,  convulsions,  followed 
by  strabismus,  photophobia,  and  retraction  of  the  head. 
After  five  days  the  acute  symptoms  subsided,  but  the 
patient  was  aphasic,  hypertesthetic  generally,  and  she 
Avasted  rapidly.     There  was  no  optic  neuritis. 

A  month  after  onset  she  was  still  aphasic.  She  could 
not  sit  up  in  bed,  and  moved  her  limbs  in  ataxic  fashion, 
and  appeared  to  have  general  cutaneous  antesthesia.  The 
limbs  were  slightly  rigid,  knee-jerks  were  exaggerated  and 
ankle  clonus  was  present.  Loss  of  sphincter  control  persisted 
for  two  months. 

At  present  the  patient  was  quite  intelligent.  Speech  was 
restored  but  was  monotonous  and  scanning.  The  optic 
discs  were  normal.  There  was  slight  tremulousness  and 
ataxy  of  the  upper  extremities  and  marked  inco-ordination 
of  the  lower.  She  could  not  stand  without  support,  showing- 
tendency  to  fall  backwards.  Staggering  was  not  increased 
on  closure  of  the  eyes.  The  gait  was  typical  of  cerebellar 
disease.  The  knee-jerks  w^ere  exaggerated,  ankle  clonus  was 
present  at  times;  the  plantar  response  was  flexor,  but  difficult 
to  elicit. 

In  connnenting  on  the  cases,  Dr.  Guthrie  said  that  both 
were  probably  instances  of  polio-encephalitis  during  measles. 
In  the  boy's  case  some  slight  degree  of  congenital  spasticity 
had  doubtless  been  present,  and  the  encephalitis  had  in- 
volved chiefly  the  cortical  and  subcortical  motor  areas.  In 
*  Vide  '  Eeports/  vol.  iv,  pp.  177-9. 
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the  givVs  case   encephalitis  liad  probably  affected  chiefly 
the  cerebellum. 

He  drew  attention  to  Dr.  F.  E.  Batten\s  valuable  series 
of  cases  illustrating  the  occurrence  of  polio-encephalitis  in 
diffei'ent  areas  of  the  l)raiu,  and  their  relationship  to  anterior 
polio-myelitis.'^ 

{ExhlUted  October  the  2Ut,  1904.) 


6.  INFANTILE   PARALYSIS    WITH    PEEMANENT    IN- 
VOLVEMENT  OF  THE   ABDOMINAL   MUSCLES. 

By  ARTHUR    EDMUNDS,   M.S. 

The  child,  aged  12^  years,  was  first  brought  to  Padding- 
ton  Green  Children's  Hospital  in  1895,  when  she  was  2i 
years  old. 

Previous  to  this  she  had  had  a  severe  attack  of  whooping- 
cough,  and  a  few  months  before  the  onset  of  the  paralysis 
she  had  had  measles. 

The  paralysis  came  on  suddenly,  and  was  very  extensive, 
the  Avhole  four  limbs  and  the  muscles  of  the  head  and  neck 
being  affected.  The  condition  gradually  improved  until 
the  only  affection  seemed  to  be  a  weakness  of  the  right 
leg',  but  a  month  later  the  mother  noticed  a  swelling  of  the 
abdomen  on  the  rio-ht  side.  She  was  brought  to  Padding- 
ton  Green  Children's  Hospital,  and  in  Novembei',  1895,  was 
admitted  under  the  care  of  Dr.  Sutherland,  to  whom  I  am 
indebted  for  notes  of  the  case  at  this  time. 

Her  condition  at  this  time  did  not  differ  very  greatly 
from  that  now  obtaining.  There  was  partial  paralysis  of 
the  right  leg,  with  wasting  and  impairment  of  the  circula- 
tion ;  the  knee-jerk  was  absent.  There  was  no  affection  of 
sensation  or  of  the  sphincters. 

The    abdomen,    however,    Avhich    did    not    present    any 

*  '  Lancet,'  December  the  20th,  1902. 


16  INFANTILE    PARALYSIS. 

marked  peculiarities  when  the  child  was  at  rest,  showed  a 
very  pronounced  ballooning  when  there  was  any  rise  of 
intra-abdominal  pressure — for  example,  on  crying*.  The 
ballooned  area  extended  from  the  costal  margin  to  Poupart's 
ligament,  and  from  the  outer  border  of  the  erector  spinge 
to  the  middle  line.  With  the  exception  of  slight  rickets 
the  general  condition  of  the  child  Avas  good,  and  after  a 
course  of  massage  and  electrical  treatment  she  Avas  dis- 
charged from  the  hospital,  able  to  walk  and  distinctly 
stronger. 

The  patient  then  passed  from  observation  for  nine  years, 
at  the  end  of  which  she  was  again  brought  to  the  hospital 
for  the  relief  of  several  deformities  which  had  become 
apparent.  Her  condition  at  the  present  time  is  as  folloAvs  : 
She  is  a  fairly  well  nourished  child  of  normal  intelligence. 
She  is  in  the  fourth  standard  at  school,  although,  like  so 
many  of  these  cases,  her  power  of  resisting  disease  has 
been  diminished,  and  she  has  fibroid  phthisis  on  the  left 
side.  Her  left  pupil  is  larger  than  the  right,  but  both 
react  normally. 

The  improvement  of  the  leg  has  not  made  much  progress 
since  1895,  but  she  is  able  to  get  about  well  in  spite  of 
frequent  falls  owing  to  the  limb  giving  way  under  her. 
The  knee-jerk  is  still  absent. 

The  ballooning  of  the  abdominal  wall  can  still  be  demon- 
strated, but  the  extent  of  this  has  diminished,  there  being 
a  patch  just  below  the  costal  margin  and  a  patch  above 
Poupart's  ligament,  where  recovery  has  taken  place. 

The  weakened  portion  of  the  abdominal  wall  extends 
from  the  outer  border  of  the  erector  spinfe  muscle  to  the 
middle  line,  being  bounded  above  and  below  by  two  curved 
lines  wdth  the  convexity  downwards.  These  lines  meet  in 
the  middle  line  just  above  the  umbilicus,  enclosing  an  area 
which  corresponds  roughly  to  the  area  supplied  by  the  8th 
and  9th  dorsal  nerves. 

The  edges  of  this  are  sharp,  and  can  be  distinctly  felt. 
When  the  child  blows  out  her  cheeks,  the  affected  portion 
of  the  abdominal  Avail  bulges   out,   forming  a   SAA^elling  as 
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larm' MS  a  cliist'd  list.  Tliis  ;i  Itddiiiinal  coiiditidii  dot's  not 
.seem  in  ;iiiy  \v;i_v  t(_>  affect  either  tlie  (diild's  lusdtli  or  lier 
comfurr. 

Faradie  excitability  is  cmnpU'tely  lost  ever  tlie  ])aralysod 
area,  and  there  is  no  resjiunse  even  to  the  constant  current. 

The  riu'ht  leu-  i>^  H  inches  shorter  than  the  left  and 
about  ail  iiudi  less  in  circumference.  Faradie  excitability 
is  diminished,  l)ut  ]iresent,  being  more  marked  below  the 
knee  than  above.     There  is  no  laxity  of  the  joints. 

In  tlie  back  there  is  a  well-marked  scoliosis,  whicdi  takes 
the  form  of  a  curve  in  the  lumbar  region,  with  the  con- 
vexity to  the  right  (paralysed)  side,  and  this  is  accompanied 
l)y  a  well-marked  rotation  of  the  bodies  of  the  vertebra3. 
This  i-otation  can  be  readily  examined  through  the  deficiencv 
in  the  abdominal  Avail,  and  the  bodies  can  be  felt  projecting 
well  beyond  the  outer  l)order  of  the  erector  spint^?. 

There  is  a  long,  well-marked  compensatory  curve  in  the 
dorsal  region.  By  appropriate  manipulation  these  curves 
can  be  com])letely  obliterated. 

The  curvature  of  the  spine  is  mainly  due  to  the  shorten- 
ing of  the  right  leg,  although  the  weakness  of  the  abdominal 
wall  may  ]day  some  part  in  its  causation,  the  direction  of 
the  curve  Ijeing  that  which  (jue  would  expect  from  sucli  a 
condition. 

There  is  a  further  factor  in  the  spinal  curvature  Avhich 
may  play  a  greater  part  in  the  future  than  it  does  at  present, 
namely,  the  contraction  of  the  left  lung  which  seems  to  be 
taking  place;  its  effect  would  be  to  straighten  out  the  dorsal 
s])ine. 

The  chilli  will  require  some  form  of  knee-cap  to  prevent 
her  from  falling  about,  as  I  am  not  very  confident  of 
sufficient  im]n-ovement  taking  ])lace  to  allow  her  to  Avalk  in 
safety  without  a  support.  1  have  provided  her  with  a 
temporary  s])lint  of  plaster  of  Paris,  which  seems  to  be 
quite  satisfactory.  She  will  also  need  a  high  boot  to  firing 
the  pelvis  horizontal  and  remedy  the  scoliosis,  while  the 
abdominal  condition  will  be  met  by  a  Avell-fitting  abdominal 
belt.  {Eo'hihlted  Odoh.r  the  2W,  1904.) 

VOL.   V.  2 
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Discussion. 

Dr.  Q.  A.  Sutherland  said  he  thought  the  treatment  of  the 
case  must  1  le  regarded  as  surgical.  A  point  which  was  of  interest 
from  the  medical  standpoint  was  the  localised  l.udging  in  the 
al)ilominal  wall  on  the  right  side,  which  was  still  present.  When 
tlie  child  was  first  seen,  the  whole  of  that  si<Ie  was  paralysed,  but 
imder  treatment  by  faradism  and  galvanism,  the  greater  part 
recovered  nine  years  ago.  There  was  a  localised  Ijulging  under 
the  ribs  on  the  right  side.  If  one  had  not  known  the  history  of 
the  case,  and  it  had  only  just  been  seen,  he  thought  another 
possil)ility  would  have  suggested  itself,  namely,  that  it  was  con- 
genital absence  of  the  muscular  wall  on  that  side.  The  remains 
of  that  paralysis  on  the  right  side  were  in  the  same  position  as 
that  in  which  one  usually  found  a  congenital  absence  of  muscle 
in  the  abdominal  wall.  It  might  occur  on  the  right  or  the  left, 
or  on  both  sides,  bitt  it  was  always  underneath  the  ribs,  and 
nearer  to  the  side  than  to  the  middle  line.  The  cause  of  the 
congenital  lesion  was  not  well  understood.  One  theoiy  was  that 
it  was  due  to  the  fact  that  during  intra-uterine  life  the  fcetiis 
was  fixed  so  that  the  knees  pressed  on  the  abdomen,  and  that 
the  continuance  of  that  pressure  produced  atrophy  of  all  tlie 
structures  under  the  skin. 


7.  DERMOID    CYST    OF    THE    AUEICLE. 
Br  P.  LOCKHAET   MUMMEEY,   B.C. 

Thk  ])atient  is  a  boy,  aged  8  years.  His  imitlier  says 
that  lie  Avas  Ijorn  with  a  small  hunj)  in  front  of  tlie  uj)per 
part  of  the  left  ear.  Tliis  luui]»  STadually  increased  m  size 
until  it  was  as  big  as  a  hazel-nut.  It  never  caused  liini  any 
])aiu  or  inconvenience.  Two  and  a  half  weeks  ago  lie  was 
knocked  down  by  a  bicycle  and  bruised  the  left  side  of 
liis  head.  Two  days  later  it  Avas  noticed  that  the  lump  wa.s 
larger^  and  also  that  it   Avas  iiainful. 

The  boy  has  no  congenital  defects,  and  there  is  no  liis- 
tory  of  such  in  the  family. 

The  lump  consists  of  a  soft  fluctuating  cyst  about  an  inch 
in  diameter  just  under  the  helix  of  the  left  auricle  and  in 
fi'ont  of  it.     There  ajipears  to  be  a  depression  in  tlie  bone 
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beneath.  The  skin  is  not  adherent  over  the  cyst,  and  is 
quite  normal  in  appearance  except  for  some  hruisiiio"- 
There  is  no  pulsation  to  be  seen  in  the  swelling. 

The  history  makes  it  seem  probable  that  the  cyst  is  a 
dermoid ;  the  position  is,  however,  an  unusual  one  for  a 
dermoid.  Dermoid  cysts  have  often  been  met  with  just  in 
front  of  the  meatus,  due  to  ])ersistent  portions  of  the  inter- 
maxillary cleft,  but  the  position  of  this  cyst  does  not  cor- 
respond to  the  line  of  this  cleft,  and  it  seems  very  im]n'obable 
that  it  can  have  arisen  from   it. 

{Exhibiti'd  Ortohf-r  flip  'lUf,  1004.) 


8.  CONGENITAL    HEART    DISEASE 
By  EDMUND    CAUTLEY,   M.D. 

The  patient  exhibited  was  interesting  on  account  of  the 
great  difficulty  in  making  an  accurate  diagnosis  of  the 
defect  in  the  heart  and  the  association  of  other  congenital 
abnormalities.  As  in  so  many  similar  cases,  there  was  a 
possibility  of  the  heart  defect  being  dependent  on  con- 
genital syphilis.  The  girl,  aged  3  years,  had  come  under 
treatment  for  bronchitis.  She  was  one  of  six  living 
children.  The  mother  had  lost  two  children  and  had  had 
eight  miscarriages.  One  child,  aged  16  years,  has  a  "weak 
heart"  due  to  rheumatism.  The  patient  was  of  normal 
size,  fair  nutrition,  but  rather  antemic.  A  blood  examina- 
tion showed  4,500,000  red  cells,  hsemoglobin  62  per  cent. 
The  apex  of  the  heart  was  felt  just  outside  the  nipple  line 
in  the  fifth  interspace.  The  impulse  was  a  trifle  exagger- 
ated. There  was  no  increase  in  the  area  of  dulness  to  the 
right,  but  a  distinct  increase  upwards  on  the  left  side,  as 
hicj-h  as  the  second  rib,  and  outwards  to  the  left.  A  systolic 
thrill  was  felt  over  the  second  and  third  left  intercostal 
spaces   near  the  sternum.     A    long  systolic   mui-mur  was 
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heard  all  over  the  prEecordiuin,  loudest  in  the  same  area  as 
the  thrill  was  felt.  The  mnrmur  was  conducted  upwards 
into  the  neck  on  both  sides,  being  very  much  louder  and 
rougher  on  the  left  side.  Sometimes  a  short  diastolic  mur- 
mur could  be  heard  in  the  second  and  third  left  intercostal 
spaces.  Sometimes  reduplication  of  the  second  sound  at 
the  left  base  was  noted. 

In  addition,  the  child  presented  paralysis  of  the  left 
superior  rectus  muscle,  the  other  orbital  muscles  being  un- 
aifected,  and  an  abnormal  artery  running  down  the  middle 
of  the  back  of  the  left  forearm  and  over  the  wrist.  The 
pulse  was  sudden  and  of  good  volume.  At  one  time  the 
pulse  had  been  of  the  typically  water-hammer  type. 

At  first  Dr.  Cautley  had  suspected  the  possibility  of 
double  aortic  disease,  but  the  character  of  the  murmur,  its 
conduction  to  the  left  clavicle,  and  the  size  of  the  pulse 
were  opposed  to  this  view.  He  suggested  that  there  might 
be  a  direct  communication  between  the  aorta  and  pul- 
monary artery  above  the  valves,  or  that  the  condition  was 
one  of  patent  ductus  arteriosus.  He  could  not  accept  a 
diagnosis  of  pulmonary  stenosis  by  reason  of  the  absence  of 
distinct  evidence  of  hypertrophy  of  the  right  ventricle,  of 
cyanosis,  and  of  clubbing.  Considering  the  loudness  of  the 
murmur  and  the  thrill,  one  would  have  expected  more  eif  ect 
on  the  right  side  of  the  heart  and  on  the  circulation  gener- 
ally if  the  case  were  one  of  pulmonary  atresia  or  stenosis. 
Moreover,  he  thought  that  the  unusual  extension  of  the 
dulness  upwards  on  the  left  side  Avas  opposed  to  this  view. 
Of  course,  it  was  possible  that  there  was  more  than  one 
lesion. 

{Exhihited  October  the  21st,  1904.) 

Discussion. 

Dr.  C.  W.  Chapman  thou^;ht  it  was  impossible  to  say  what 
the  condition  was.  He  considered  the  practical  point  was  the 
(piestion  between  pulmonary  stenosis  and  the  other  lesion  which 
I)r.  Cautley  suggested.  One  would  think  it  was  pulmonary 
stenosis  until  it  was  found  that  there  was  no  dilatation  on  the 
riu-ht  side  of  the  heart. 
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9.  IMBECILITY   WITH  MICEOCEPHALY.  SPASTICITY 
AND   lEEEGULAE   TEEMOES. 

By   EDMUND    CAUTLEY,    M.D. 

The  child,  a  female,  aged  21  iinjiitlis,  was  tlie  fourth  of 
five.  The  labour  Avas  an  easy  one,  Avithout  instruments, 
and  there  was  no  lividity  noted  at  birth.  No  history  of 
congenital  syphilis  was  obtained.  The  mother  had  not  had 
any  miscarriages.  She  had  lost  one  infant  from  diarrhoea 
and  another  from  convulsions,  both,  no  doubt,  due  to  errors 
in  diet.  Patient  had  never  had  fits.  Movements  of  the 
head  and  limbs  were  noted  at  about  the  sixth  month  of 
life,  and  have  gradually  got  worse.  The  child  has  never 
been  able  to  sit  up,  crawl,  walk,  or  talk,  and  has  very  little 
power  of  holding  up  her  head. 

Her  present  conditi(^n  is  one  of  imbecility.  She  looks 
healthy,  placid,  and  happy,  l)ut  has  paroxysms  of  temper, 
lasting  as  long  as  an  hour  at  a  time.  She  swallows  fluids 
l)adly,  and  is  dirty  in  her  habits.  She  grasps,  but  soon 
drops  articles  placed  in  her  hands,  and  does  not  play  with 
toys.  Her  head  is  small,  measuring  11  h  inches.  Irregular 
lateral  and  nodding  movements  of  the  head  are  common, 
somewhat  like  typical  "spasmus  nutans."  Irregular,  jerky, 
and  tremulous  movements  of  the  hands  and  arms,  of  the 
trunk  and  lower  limbs,  are  also  seen.  These  are  variable 
in  extent,  most  marked  in  the  hands  and  arms,  best  seen 
when  the  child  awakes  from  sleep,  or  on  movement  or 
excitement,  and  are  somewhat  athetoid  in  character.  A 
certain  amount  of  general  rigidity  pervades  the  Avhole 
trunk  and  limbs,  especially  the  legs.  The  knee-jerks  are 
exaggerated.  Occasionally  very  slight  lateral  nystagmus 
is  seen.     The  sacral  fossa  is  well  marked. 

Although  the  case  might  be  diagnosed  as  microcephalic 
idiocy,  seeing  that  the  child  has  a  small  head  and  is 
imliecile,  it  is  probable  that  there  is  something  more  present. 
Tlie  rigiditv  and  exaggerated  reflexes  suggest  the  possil»ility 
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of  some  bivtli  palsy,  a  spastic  diplegia  of  mild  type.  Dr. 
Cautley  thought  that  it  should  be  diagnosed  as  a  mild  case 
of  spastic  paraplegia  in  a  microcephalic  idiot.  He  did  not 
think  the  microcephaly  alone  would  account  for  the  spasti- 
city, nor  did  he  think  that  with  such  a  mild  degree  of  spas- 
ticity the  mental  state  would  be  so  defective,  unless  there 
were  another  factor  concerned.  The  prognosis  was  hopeless- 
[Exhihifed  October  the  21st,  1904.) 

Discussion. 

The  Chairman  (Dr.  Fletcher  Beach)  said  he  had  seen 
several  cases  of  the  kind  when  lie  was  at  Darenth  Asylum  many 
years  ago,  children  with  small  heads  with  a  spastic  condition  of 
the  limbs,  who  never  practically  recovered  the  use  of  their  limbs, 
Init  he  had  not  seen  a  case  in  which  tremors  had  been  so  marked 
as  in  the  present  case.  He  was  inclined  to  think  it  was  a  case 
of  iml^eciliry  associated  with  a  spastic  condition  of  the  limbs, 
and  such  as  coidd  be  often  seen. 

Dr.  Porter  Parkinson  asked  whether  there  was  any  history 
of  prolonged  labour,  or  asphyxia  at  the  time  of  birth.  He  saw 
from  time  to  time  a  case  of  microcephalic  idiocy,  with  a  good 
deal  of  depression  on  either  side  of  the  forehead,  and  in  that 
case  there  developed  certain  nervous  phenomena  other  than 
purely  mental  ones,  viz.  a  spastic  weakness  of  both  legs,  which 
had  been  maintained  up  to  the  present  time,  three  years  since  he 
saAV  the  case.  There  was  in  that  a  distinct  history  of  very  pro- 
longed labour,  and  the  child  was  born  in  a  state  of  cyanosis, 
from  which  it  was  with  very  great  difficulty  revived.  Since  that 
time  there  had  been  convulsions  also  ;  the  symptoms  appeared  to 
come  on  slowly  and  were  progressive. 

Dr.  Edmund  Cautley,  in  reply,  said  he  might  have  men- 
tioned that  the  child  was  the  fourth  of  five  children,  and  there- 
fore the  labour  would  not  be  expected  to  be  difficult,  and  it  was 
not.  There  was  certainly  no  asphyxia,  nor  anything  in  the  family 
history  which  could  be  taken  to  account  for  the  condition.  Two 
of  the  other  children  were  living  and  healthy,  and  the  other  two 
died  at  the  age  of  four  months,  one  of  marasmus  and  the  other 
of  convulsions,  the  marasmus  no  doubt  being  due  to  bad 
feeding. 
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10.  A  CASE  OF  CONGENITAL  BILATERAL  AND  SYM- 
METEICAL  DISLOCATION  OF  THE  CRYSTALLINE 

LENSES. 

By  N.  bishop   HAEMAN.  M.B. 

l'\  H — ,  male',  au't'd  14  years,  small  and  frail  fnrtlic  age. 
Fallicr  (lead  from  cdiisnmptid])  ;  mother  alive  and  Avell  ;  has 
one  hroriier  deaf,  l)ut  Avell  sighted,  and  one  healthy  and 
well-sighted    sister.      Tlie    l)()y    was   In'ought   up    at   Saint 

Home,    in    Livei'])oiil.     He   has   heen   taught   to  read 

a  little,  but  has  received  no  instruction  in  handicraft,  and 
lias,  as  far  as  can  he  ascertained,  never  before  been  taken 
to  Jia\i'  his  eyes  examine<l  by  a  surgeon,  with  a  result  that 
he  now  ekes  out  a  [)oor  existence  l)y  sweeping  an  otKce. 
The  occurrence  of  such  examples  of  gross  neglect  of 
childre-n  in  the  c;ire  of  pretentious  ecclesiastical  and  ])hilan- 
thro])ic  "homes'^  makes  a  strong  argument  for  the  proper 
medieal  supervision  of  the  children  in  all  such  institutions, 
in  the  manner  whieh  has  been  so  well  worked  out  by  the 
old  School  Board  for  London,  and  continued  by  the  London 
County  Council. 

The  youth  was  seen  tirst  on  Octoljer  the  4th  of  tliis  year. 
H  Avas  at  once  noticed  that  Ijoth  lenses  Avere  dislocated. 
He  presents  no  other  abnormalities  than  those  of  the  eyes ; 
the  teeth  are  excellent  biitli  in  quality  and  condition. 

Each  lens  is  displaced  iuAvards  and  upAvards  in  the 
direction  of  the  root  of  the  nose  ;  their  exposed  edges  are 
well  rounded  and  slightly  o])a([ue.  Tliere  is  no  trace  of 
any  suspensory  ligament  for  fully  one  half  of  the  perimetry 
of  the  lens,  and  from  the  position  of  the  lens  it  may  be 
~~jiTdg^  that  the  ligament  is  absent  for  tAvo  thirds  of  its 
normal  extent.  There  is  in  each  eye  a  clear  crescent- 
shaped  -pupillary  area  beloAv  and  to  the  outer  ])art ;  through 
this  area  the  fundus  can  ])e  seen  ;  it  is  normal  in  each  eye. 
The  irides  are  abiKiniial  in  that  they  cannot  lie  dilated  by 
niidriatics. 

When  a  strong  light  is  thi'oA\'n  Tijxin  the  pu])il  in  the 
dark  room  there  is  a    contraction    to    its    ordinarA'    davli^'ht 
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size.  Each  iris  is  very  tremulous,  and  the  |)eculiai^y 
heavy  movement  of  the  upper  and  inner  quadrant  rather 
sugo-ests  that  the  lens  sways  backwards  and  forwards 
behind  the  iris. 

The  right  eye  fixes,  and  has  vision  at  a  distance  of  three 
inches  of  Jg.  6  Avith  some  difHculty.  Eetinoscopy  through 
the  clear  crescentic  portion  of  the  pupil  gives  a  refraction 
of  -f  9D.  With  this  glass  the  boy  read  at  once  6-18,  and 
one  letter  of  6-12;  with  +  13  D.  he  read  Jg.  4  at  8  in.,  and 
on  a  second  attempt  some  of  Jg.  2.  It  seems  probable 
that  his  visual  acuity  will  improve  with  a  regular  use  of 
the  glasses. 

The  left  eye  diverges,  and  has  no  quantitative  vision. 
Eetinoscopy  gives  a  refraction  of  -|-  9  D.,  but  a  glass  does 
not  aid  vision.  The  eye  is  probably  amblyopic  from  sup- 
pression of  vision  by  disuse  ;Oiis  habit  of  holding  printed 
matter  veiy  close  to  the  right  eye  completely  precludes  the 
possibility  of  the  simultaneous  use  of  the  left  eye. 

It  has  been  shown  by  the  researches  of  Mr.  Treacher 
Collins  that  the  lens  in  early  foetal  life  has  a  size  Avliich,  in 
relation  to  the  rest  of  the  globe,  is  greater  than  that  which 
it  attains  at  any  other  time  ;  it  is  so  large  that  it  is  in  close 
contact  with  the  ciliary  body.  During  this  period  its 
equator  becomes  adherent  to  the  ciliary  region,  and  as  the 
globe  grows  at  a  greater  rate  than  the  lens,  the  links  of 
connection  between  lens  and  ciliary  region  become  drawn 
out  to  form  the  slender  strands  of  the  suspensory  ligament. 
We  must  conceive  that  in  the  case  of  this  l)oy  for  some 
reason  these  primitive  adhesions  did  not  form  around  the 
Avhole  lens,  but  only  inwards  and  upwards  ;  the  condition, 
then,  is  not  a  dislocation  in  the  proper  sense  of  the  Avord, 
but  a  failure  of  union.  The  defect  does  not  appear  tol)e  in 
the  lens,  for  the  epiblast  from  which  the  lens  arises,  in 
common  Avith  the  scarf-skin,  hair,  and  teeth,  is  normal;' 
rather  it  Avould  appear  to  be  in  the  irido-ciliary  region,  for 
it  has  Ix^en  noted  that  the  iris  of  each  eye  Avas  defective 
in  that  it  could  not  be  dilated.  Probably  the  retractor 
muscles  ai"e  absent,  or  only  dcA'cloped  in  a  slight  degree. 
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The  treatment  of  these  cases  is  rarely  so  easy  or  satis- 
factory as  in  this  l)oy.  He  has  a  clear  pupillary  oi)eiiiiig', 
and  can  be  treated  as  aphasic  and  given  ordinary  cataract 
glasses  Avith  excellent  results.  When  the  badly  ])laced 
lens  obstructs  the  pupil  it  is  usual  to  remove  it  by  need- 
ling ;  the  practice  is  not  as  simple  as  in  the  case  of  needling 
an  ordinarily  suspended  lens  ;  the  displaced  lens  is  very 
tolerant  of  injury^  and  does  not  ripen  with  facility  after  its 
capsule  has  been  apparently  well  opened  up  by  the  need- 
ling. I  believe  the  difficulty  arises  from  the  lack  of  tension 
on  the  capsule  of  these  lenses.  It  is  not  pulled  upon 
equally  from  all  directions  at  its  equator,  so  that  a  prick, 
or  even  a  cut  does  not  cause  the  capsule  to  retract  and 
expose  the  lens  matter.  The  condition  can  be  illustrated 
by  the  different  effects  of  pushing  a  needle  into  a  piece  of 
fine  kid.  If  the  kid  is  loosely  held  in  the  fingers,  the  prick 
leaves  a  hole  not  easily  found ;  if  the  kid  be  tightly 
stretched  upon  a  "  drum,"  the  prick  stretches  out  into  a 
wide  hole.  I  am  inclined  to  think  that  it  would  be  much 
better  to  open  the  anterior  chamber  and  boldly  remove  the 
capsule  of  the  lens  by  seizing  it  with  Couper's  capsule 
forceps,  steadying  the  lens  if  necessary  with  a  needle.  The 
operation  should  entail  no  added  risk. 

{E.vhihlted  Octoher  the  2Ls-/,  19U4). 


11.  A   CASE    OF    CEREBRAL    DEGENERATION    WITH 

FUNDUS   CHANGES. 

By  SYDNEY   STEPHENSON,  CM. 

The  following  case  apjiears  to  be  an  example  of  a 
condition  recently  described  in  children,  where  cerebral 
degeneracy  is  associated  Avith  pallor  of  the  optic  discs  and 
slight  pigmentary  changes  in  the  central  region  of  the 
fundus  oculi. 

The  facts  are  as  follows  : 

Albert  E — ,  aged  7^  years,  waslu'ought  to  the  ophthalmic 
department  of  the  North-Eastern  Hospital  for  Children,  on 
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May  the  19th,  1904,  Avith  the  statement  that  during  the  past 
year  his  sight  had  failed  and  he  had  become  dull,  stupid,  and 
"  nervous."    He  had  foi-merly  been  a  bright  and  healthy  lad. 

Fcnnihj  history. — The  mother  and  father  are  not  con- 
nected by  ties  of  blood.  They  have  been  married  for  about 
nine  years,  and  have  had  no  offspring  except  the  patient. 
There  have  been  neither  miscarriages  nor  still-births. 

Personal  history. — The  boy  suffered  from  bronchitis, 
German  measles,  and  influenza  at  44-  years,  followed  by 
measles  six  months  later  and  by  chicken  pox  six  months 
after  that.     At  6-J-  years  he  developed  mumps. 

Upon  e.xamination. — This  intensely  "  nervous  "  lad  seems 
to  have  little  direct  vision,  since  he  walks  "  crab-wise  "  and 
never  looks  straight  at  an  object  held  up  before  him. 
Usually,  indeed,  he  stares  in  a  fixed  and  sightless  way. 
The  pupils  are  of  medium  size,  equal,  and  have  but  little 
direct  response  to  light.  The  movements  of  the  eyeballs 
are  limited  in  all  directions,  save  downwards.  The  optic 
discs  are  rather  pallid ;  the  retinal  vessels  are  of  fair  size. 
The  "  gunpowdery  "  apjiearance  of  both  fundi  is  abnormally 
pronounced,  and  becomes  accentuated  in  and  about  the 
yellow  spot  region.  Xo  personal  evidence  of  syphilis  could 
be  obtained.  Dr.  George  Carpenter,  whom  I  asked  to  see 
the  jDatient,  reported  that  the  plantar  reflex  showed  an  ex- 
tensor character,  and  that  all  the  other  reflexes  were  present. 

Progress  and  trentnient. — Potassium  iodide,  grs.  2|>f^r  diem. 

Jidy  the  14th,  1904. — The  lad  now  remembers  nothing 
joroperly,  and  has  become  quite  uneducable.  The  jmpils, 
especially  the  left  one,  sluggish.  Movements  of  eyeballs 
limited  in  all  directions,  particularly  upward. 

Augiist  the  11th,  1904. — Pupils  equal,  and  more  active 
than  they  were.  Upward  movement  of  eyeballs  almost 
absent ;  lateral  movements  restricted ;  downward  move- 
ment good.  R.V.  =  g'y-  and  No.  19  Jaeger ;  L.V.  =  -^ 
and  No.  19  Jaeger.  Central  vision,  if  not  absent  altogether, 
is  certainly  most  defective.  Dr.  James  Taylor,  who  did 
me  the  favour  of  examining  the  patient,  reported  that  there 
were  "  no  obvious  sig'ns  of  structural  nervous  disease." 
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!<i ptemher  the  'I'lin^ ,  1!)(I4. —  Patient  stated  to  Le  brighter 
ill  liiiiiself, 

Octuhrr  the  20f]i,  ll>()4. — 'J1ie  l)oy  recognises  with  either 
eye  such  familiar  objects  as  matches,  pennies,  and  brushes 
at  two  feet  distance.  He  reads  (with  either  eye)  No.  14  (.n 
tlie  Jaeg'er  hand-tyjie.  That  central  vision  is  absent  may 
be  inferred  from  the  fact  that  he  never  looks  straight  at  an 
oltject,  but  to  rii^'ht  or  left  of  it.  The  downAvard  movement 
of  the  eyes  is  good,  Intt  the  others  are  performed  most  im- 
])erfectly.  Pupils  equal,  with  fair  reaction  to  light.  Slight 
but  distinct  liip])us.  The  optic  discs  are  somewhat  whiter 
than  normal,  especially  as  regards  their  outer  side.  The 
slight  pigmentary  changes  of  the  fundus  remain  as  noted. 

lliiiKU-Jcs.' — The  symptoms  in  this  case  appear  to  me  to 
])oint  to  widely-s])read  degenerative  changes  affecting  both 
the  Cftrtex  and  the  base  of  the  boy's  brain.  Cases  of  a 
somewhat  similar  kind  have  lieen  reported  l)y  : 

(1)  Batten,  Rayxei;,  D. — '  !l])hth.  Soc.  Trans.,'  vol.  xvii, 
1897. 

(2)  Still  and  (kx.N,  J).—Ih;<I.,  vol.  xx,  UJOU,  j).  lUS. 
(8)   Battex,  F.  K—Ih'ul,  vol.  xxiii,  1903.       . 

(4)  HiKSCHBERG,  J. — '  CentralV)l.  f.  prak.  Augenheil- 
kunde,'  January,  1904. 

(o)    Mayou,  S. — '  ()i)hth.  Soe.  Trans.,'  vol.  xxiv,  1904. 

((5)  Hutchison,  R. — Society  for  the  Study  of  Disease 
in  Children,  February  the  19th,  1904, 

[Exhllntr,]  OrtnJ.fr  th^  21.yf,   1904.) 

Discussion. 

The  Chairman  (Dr.  Fletcher  Beach)  said  he  would  hke  to 
l^nuw  if  the  child  Avas  dull,  liecause  there  Avas  a  class  of  case 
Avhich  had  been  descriljed  as  amaurotic  idiocy,  and  he  did  not 
liutiAv  Avhether  the  present  case  Avas  siifficiently  dull  to  be  classed 
as  an  idiot.  Some  cases  had  lieen  described  by  Eisien  Russell 
before  the  Eoyal  Medical  and  Chirurgical  Society  AA'ith  very  much 
the  kind  of  symptoms  mentioned,  and  all  of  them  ended  fatally. 
Possibly  Mr.  Stephenson's  case  belonged  to  the  same  category. 

Mr.  Bishop  Harman  said  he  was  interested  in  these  cases, 
as  he  had  seen  some  examples  amongst  the  children  of  the 
Ldiidou  C<iuutv  Council    Blind   Schools.     There  were   in  these 
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schools  over  fifty  children  Ijliud  from  optic  atrophy,  and  he 
believed  that  amongst  them  there  was  every  possilde  gradation 
of  fundus  change,  from  the  slight  delicate  damage  such  as  in 
the  case  shown  by  Mr.  Stephenson  to  the  most  complete  atrophy 
Avith  gross  choroidal  changes.  He  had  found  it  ditficult  to  draw 
a  hard  and  fast  line  between  these  particular  cases  and  those 
freely  acknowledged  to  be  disseminated  choroiditis  of  syphilitic 
origin.  One  circumstance  had  impressed  this  upon  him  greatly : 
A  couple  of  years  ago  he  saw  two  pretty  little  girls  of  good  and 
apparently  healthy  parentage;  both  were  blind  centrally,  only 
some  peripheral  perception  remained.  The  elder  had  been  pre- 
viously seen  by  a  distinguished  ophthalmic  surgeon  who  had 
diagnosed  disseminated  choroiditis  of  hereditary  syphilis,  and 
now  the  second  had  been  liorn  and  gone  lilind  with  just  these 
slight  changes  described.  He  was  not  convinced  that  these 
cases  should  be  grouped  absolutely  alone  in  one  solitary  patch, 
as  Mr.  Stephenson  and  others  suggested,  liecause  they  shaded 
off  .into  those  conditions  no  one  would  hesitate  to  call  dis- 
seminated choroiditis. 

Mr.  Sydney  Stephenson,  in  reply  to  the  Chairman,  said 
the  child  was  very  dvill.  The  two  conditions  resembled  one 
another  in  that  they  were  family  affections  ;  but  the  age  of 
the  patients  and  the  character  of  the  ophthalmoscopic  changes 
and,  so  far  as  was  known,  the  termination  of  the  cases,  differed. 
He  passed  round  a  picture  which  was  pulilished  by  Dr. 
Frederick  E.  Batten.  It  Avas  interesting  to  hear  Mr.  Harman's 
experience,  as  he  devoted  attention  to  the  eyes  of  children, 
but  he  could  not  agree  Avhen  he  suggested  that  he  (Mr. 
Stephenson)  should  attempt  to  form  them  into  "  a  little  isolated 
patch "  of  cases.  The  cases  might  shade  off  into  syphilitic 
choroiditis,  but  even  if  they  did — and  he  Avas  not  sure  about 
tliat — he  was  not  aAvare  that  syphilitic  choroiditis  was  asso- 
ciated with  mental  failure,  o])htlialmo})legia.  and  the  other 
symptoms  which  characterised  the  patient  he  had  shoAvn  that 
evening. 


12.  A    CASE    OF   TRICHOTILLOMANIA.* 

By  GEOEGE   FERNET. 

.Mi;.  (tEOKGE  Pekne'J'  showed  a  ])]i()togr;ii)h  of  this  coiidi- 
tion,  for  Avhicli  lie  Avas  iu(lel)ted  tu  Dr.  L.  Raynaud,  of 
Algiers,      '^^riie  ])atient  Avas  a  lad,  aged  11  years,  avIio  Avas  in 

*  TiWtu-,  to  iiluck  iiTit,  etc. 
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tlic  liiiliit  lit'  ])iilliiiu'  out  tlu'  liiiirs  of  liis  seal])  and  suckiii<>' 
tlifiii.  There  was  a  uiDrbiil  sexual  element  in  the  case. 
The  ])atient  was  under  tlie  care  of  the  late  Professor  Gemy, 
of  Algiers. 

Fig.  2. 


Discussion. 

The  Chairman  (Dr.  Fletcher  Beach)  said  he  had  seen 
luauy  cases  apparently  similar  to  that  in  the  photog-raph.  and 
there  were  a  certain  number  of  such  children  who  pulled 
out  their  hair.  There  were  some  cases  in  Darenth  Asylum 
who  pulled  out  almost  every  hair  xmtil  they  were  practically 
Itald.  He  had  not  previously  heard  the  name  now  ajjplied,  but 
the  photoL!;raph  showed  the  case  to  be  evidently  a  degenerate. 
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13.    A    CASE    OF    HERPES    ZOSTER   EXTENDING   TO 
THE    FINOER-TIPS. 

By  GEORGE  CARPENTER.  M.D. 

Herpes  zoster  extencliny-  to  tlie  finger.s  is  rare  in  any 
event,  especially  so  in  children.      The  accompanying  photo- 

FiG.  3. 


Fig.  4. 


graphs  well  illustrate  the  conditiun  which  I  observed  some 
vears  ago  in  a  child  under  my  care  at  the  Evelina  Hospital 
for  Children.  The  eruption  affected  an  extensive  cutaneous 
area,  viz.  the  front  and  liack  of  the  upper  part  of  the 
chest,  the  arm  and  forearm  in  front  and  behind,  the  back 
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of  tlie  arm,  also  the  palm  of  the  hand  and  the  little,  ring, 
and  middle  fingers,  with  a  small  patch  at  the  root  of  the 
little  finger  on  the  back  of  the  hand.  The  nerve  roots 
affected  were  the  eighth  cervical  and  the  upper  three 
dorsal  nerves.  The  girl  made  an  uninterrupted  recovery 
and  nothing  worthy  of  note  occurred  in  the  case. 

{E.vluUted  Ocfoher  the  21st,  1905.) 

Discussion. 
Mr.  George  Pernet  said  the  case  was  cue  of  great  interest, 
because  it  was  extremely  rare  to  find  Herpes  zoster  affecting  the 
fingers,  but  recently  he  had  seen  a  woman  with  Herpes  zoster  of 
the  left  leg  who  had  several  vesicles  and  one  bulla  on  the  sole  of 
the  foot. 


14.  ON  AN  ILL-DEVELOPED  UPPER  LATERAL  IN- 
CISOR TOOTH  AS  A  FORERUNNER  OF  HARELIP 
OR   CLEFT   PALATE. 

By  R.   clement  LUCAS,  B.S. 

There  is  a  tendency  and  often  a  desire  to  represent  a 
congenital  deformity  as  something  which  has  suddenly 
developed  de  novo  and  as  a  defect  which  is  to  be  explained 
by  some  accidental  occurrence  during  pregnane}"  or  labour. 
An  enormous  amount  of  ingenuity  is  in  many  cases  ex- 
pended by  the  parents,  relations,  friends,  and  even  the 
family  doctor,  to  place  the  defect  before  the  world  as  a 
mei'e  accident  that  would  never  have  occurred  if  such  and 
such  a  sight  had  not  by  chance  been  encountered  by  the 
mother  during  her  pregnancy,  an  incident  that  occurred 
probably  long  after  the  establishment  of  the  defect  in 
ntero,  and  entirely  forgotten  till  raked  up  to  explain  away 
the  unfortunate  deformity  in  the  child.  Superstitions  die 
hard  even  in  a  highly  civilised  and  generally  intelligent 
community,  and  blame  is  an  imputation  which  every  one 
desires  to  transfer  from  himself  to  his  neighbour ;  or 
shoidd  no  one  be  found  conveniently  placed  to  bear  it, 
then   a   spiritual   influence   that  cannot    be    questioned  is 
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usually  called  in  to  account  for  wliat  natural  causes  may 
still  be  able  to  explain. 

I  have  attempted  to  show  that  in  the  case  of  liareli]) 
and  cleft  palate  there  may  have  been  through  generations 
an  unnoticed  defect  in  the  natural  line  of  junction  between 
the  incisor  bone  and  maxilla.  Then  the  marriage  with 
another  who  by  chance  has  inherited  through  some  ancestor 
a  weakness  of  development  in  the  same  part,  or  possibly, 
simply  as  the  result  of  deprivation  of  proper  nutriment 
during  the  developing  period,  a  well-marked  distinct  and 
obvious  deformity  noticeable  by  all  may  become  developed. 

Besides  the  ingrained  tendency  to  adhere  for  all  time 
to  superstitions  which  fancy  favours,  however  reason  rebels, 
there  is  another  very  human  faculty,  which  is  to  accept 
nothing  new  from  any  one  with  whom  one  has  the  slightest 
acquaintance,  unless  perchance  it  has  first  been  published 
in  a  foreign  language  as  the  observation  of  some  dis- 
tinguished foreign  professor.  Thus,  sound  observations 
often  lie  dormant  for  years  till  some  honest  worker  in  the 
same  field  unearths  what  might  have  prevented  many 
fallacies  had  it  been  tested,  and  proved  or  discarded, 
shortly  after  the  observation  had  been  made.  From  this 
neglected  heap  1  dig  up  the  following  observations  pub- 
lished sixteen  years  ago. 

In  the  Clinical  Society's  '  Transactions '  for  the  year 
1888,  page  64,  I  published  a  short  paper  "  On  the  Con- 
genital Absence  of  an  Upper  Lateral  Incisor  Tooth  as  a 
Forerunner  of  Harelip  and  Cleft  Palate."  There  were 
three  observations  bearing  upon  this  relation  in  the  paper 
referred  to.  In  the  first  a  gentleman  who,  as  a  boy,  w^as 
noticed  to  have  an  absence  of  the  left  upper  lateral  incisor, 
had  an  only  daughter  who  presented  precisely  the  same 
defect  on  the  same  side.  As  this  only  child  has  never 
married  there  is  no  chance  of  proving  the  relation  of  the 
defect  to  harelip  and  cleft  palate  in  that  family.  It 
proves,  however,  that  the  congenital  absence  of  an  upper 
lateral  incisor  tooth  is  a  defect  which  may  be  transmitted, 
and  that  the  transmission  maybe  through  the  opposite  sex. 
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The  second  case  was  brought  among  my  out-patients 
at  the  Evelina  Hospital  in  1883.  An  infant  suffering- 
from  harelip  on  the  right  of  the  median  line  was  brought 
by  a  mother  who  had  congenital  absence  of  the  right 
upper  lateral  incisor  tooth.  The  mother  was  twenty-five 
years  of  age,  had  been  married  seven  years,  and  this  was 
her  fifth  child.  There  Avas  an  interval  of  one  year  and 
eight  months  between  this  child  and  the  one  before,  and 
she  had  continued  to  suckle  until  she  fell  pregnant  again. 
The  mother's  lip  was  perfectly  normal.  There  was  no 
notch  or  scar  upon  it,  but  her  right  upper  lateral  incisor 
was  known  to  have  been  absent,  and  it  had  never  been 
extracted.  The  other  teeth  were  well  formed.  The  child 
had  also  double  inguinal  hernia  and  an  umbilical  one.  It 
would  seem  that  the  exhaustion  of  the  mother  by  repeated 
pregnancies  and  prolonged  suckling  was  a  factor  in 
determining  the  appearance  of  the  deformity. 

The  third  case  was  that  of  a  child  with  harelip  and  cleft 
palate  on  the  left  side,  whose  mother  had  absence  of  the 
left  upper  lateral  incisor  tooth.  She  was  twenty-three 
years  of  age,  and  this  was  her  first  child.  They  came 
under  observation  in  April,  1887.  The  mother  was  one 
of  a  large  family,  none  of  whom  had  shown  any  deformity. 
She  was  a  pale,  delicate-looking  woman.  A  sister  and  an 
aunt  had  died  of  consumption.  She  knew  of  no  defect  in 
her  husband's  family.  Her  lip  was  perfect.  She  was 
positive  that  no  tooth  had  ever  been  extracted  from  the 
front  of  her  mouth,  though  she  had  lost  one  or  two  molars. 

From  these  observations  I  concluded  that  the  absence  of 
an  uiiper  lateral  incisor  tooth  resulting  from  an  arrest  of 
dtvelopment  is  to  he  regarded  as  a  malformation  closely 
related  to  hnrellp  aiid  cleft  palate,  and  capahle  of  trans- 
mitting each  or  both  of  these  deformities  to  a  succeeding 
generation. 

I  have  now  to  record  two  farther  observations  which 
show  that  a  lesser  deformity  than  congenital  absence  of 
the  upper  lateral  incisor  tooth,  and  one  more  lik»ly  to  be 
overlooked,  may  indicate  the  possible  occurrence  of  harelip 
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or  cleft  palate  in  a  subsequent  genei'ation.  These  observa- 
tions, which  I  mentioned  in  the  Wightman  Lecture,  go  to 
show  that  a  defective  development  in  an  upper  lateral 
incisor  is  a  dangler  siofnal  in  reference  to  these  deformities 
which  should  not  pass  unnoticed. 

Case   I. 

Right-sided  harelip  and  complete  cleft  -palate  in  the  first 
child  of  a  mother  ivho  hwl  an  imperfectly  developed 
right  upper  lateral  ijicisor  tooth,  and  who  had  been 
operated  on  for  harelip  in   childhood. 

E.  R — ,   aged  3  months,  was  first  admitted  under  the 
late  Mr.  Dui'ham's  care  into  Gruy's   Hospital  on   October 

Fig.  5. 


the  8th,  1892,  and  was  discharged  without  operation  on 
January  the  27th,  1893. 

She  was  readmitted  under  Mr.  Clement  Lucas's  care  in 
Lydia  Ward,  on  July  the  26th,  1893,  and  the  case  was 
reported  by  Mr.  F.  W.  Rowland. 

The  mother  showed  the  scar  of  an  operation  in  child- 
hood for  harelip,  but  the  defect  had  not  extended  to  the 
palate.  The  teeth  were  all  well  developed  except  the 
right  upper  lateral  incisor,  which  was  narrow  and  pointed 
towards  the  end.  A  painting  was  made  of  this  condition 
by  the  artist  to  the  hospital. 
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The  infant,  a  girl,  presented  an  oblique  fissure  tlirough 
the  upper  lip  to  the  right  of  the  median  line  extending 
into  the  nostril.  On  the  left  side  of  the  fissure  the 
premaxillary  bone  projected  prominently  forward,  and  to 
the  right.  The  cleft  extended  backwards  along  the  roof 
of  the  mouth  through  the  alveolus  and  hard  and  soft 
palate.  The  fissure  in  the  lip  was  about  a  quarter  of  an 
inch  in  width,  whilst  that  in  the  palate  was  about  half  an 
inch.      The  child  was  extremely  thin. 

On  August  the  18th  the  harelip  was  operated  on,  and 
on  August  the  24th,  complete  union  having  taken  place, 
the  child  was   discharged. 

Case  II. 

Harelip  in  an  infant  ivhose  mother  had  a  'perfect  Up,  hut 
an  ill-derehiped  upper  lateral  incisor  on  the  same  side 
as  the  child's  harelip. 

W.  J — ,  aged  0  weeks,  a  boy,  was  admitted  into 
Martha  Ward,  Guy's  Hospital,  on  June  the  10th,  1903, 
and  discharged  on  June  the  20th  as  he  was  not  in  a  fit 
state  for  operation. 

He  was  readmitted  on  August  the  1 7th,  1903,  and  dis- 
charged on  September  the  18th  after  operation. 

The  case  was  reported  by  Mr.  F.  J.  H.  Wood.  The 
patient  was  the  first  child  of  young  parents.  The  left 
side  of  his  upper  lip  presented  a  cleft  which  extended  up 
into  the  left  nostril.  The  left  nostril  was  much  wider 
than  the  right.  The  mother  knew  of  no  deformity  of  the 
kind  either  in  her  husband's  or  in  her  own  family.  Her 
own  upper  lip  showed  no  defect,  but  Mr.  Lucas,  on  ex- 
amining her  teeth,  pointed  out  that  she  had  a  remarkable 
narrow  ill-developed  upper  left  lateral  incisor  tooth  which 
he  considered  was  related  to  the  deformity  in  the  child. 
The  mother's  teeth  were  photographed,  and  a  sketch 
was  also  made  showing  the  relative  size  of  the  defective 
tooth  to  the  others,  which  Avere  all  large,  well-develo])ed 
teeth. 
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September  the  8th. — The  harelip  was   operated   on  and 
sealed  iodoform  dressings  were  applied  over. 

September  the  11th. — The  sutures  were  removed. 
September  the  18th. — He  was  discharged  cured. 


Fig.  G. 


When  I  read  my  paper  sixteen  years  ago,  "  On  the 
Absence  of  the  Upper  Lateral  Incisor  as  an  Indication  of 
the  possible  Occurrence  of  Harelip  and  Cleft  Palate  in  a 
Succeeding  Generation,'^  some  dental  surgeons  present 
declared  that  the  lack  of  eruption  of  certain   teeth  of  the 
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second  set  was  a  matter  of  common  observatifjn,  and  that 
no  clinical  importance  need  attach  to  it.  Bnt  what  I 
wish  to  again  insist  ujion  and  to  maintain  is,  that  with  a 
weakened  development  in  the  line  of  junction  between  the 
])re-maxillary  and  the  superior  maxillary  bones  the  lateral 
incisor  tooth  becomes  involved  in  the  defect,  and  niay 
either  fail  to  be  cut  or,  if  erupted,  may  show  a  defective 
develojnnent  that  is  a  danger-signal  as  to  results  which 
may  happen  in  subsequent  generations.  It  will  be  observed 
that  the   obvious   secondary  deformity  may  show    itself  in 

Fig.  7. 


the  soft  structures  alone  as  a  harelip,  or  both  palate  and 
lip   may  be  involved  in   the   next   generation. 

So  far,  I  have  no  observations  on  the  condition  of  the  milk 
teeth  in  these  cases,  but  I  think  it  highly  jirobable  that  the 
primary  teeth  may  indicate  the  defect  as  well  as  the  second  set. 

It  is  seldom  that  one  has  an  opportunity  of  examining 
the  father's  teeth,  but,  as  in  the  first  observation  made, 
the  absence  of  a  lateral  incisor  Avas  transmitted  to  a 
daughter,  it  shows  the  necessity  of  examining  the  teeth 
of  both  parents  to  obtain  evidence  of  a  prior  defect. 

Further,  it  must  not  be  expected  that  every  child  of  a 
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])erson  showing  defective  development  or  absence  of  an 
upper  lateral  incisor  should  inherit  either  the  same  or  an 
increased  deformity  ;  and  although  most  of  those  recorded 
were  first  children  born,  in  one  case  four  normal  children 
Avere  Ijorn  before  a  deformed  child  appeared. 

{R'^ad  October  the  2Ut,  1904.) 


15.  TWO  CASES   OF   CONGENITAL   DIAPHEAGMATIG 
HERNIA.* 

By  SIDNEY  GILFORD,  M.B. 

The  two  following-  cases  recently  admitted  into  the  Pad- 
ding-ton  Green  Children's  Hospital  are  of  interest,  as  they 
represent  a  rare  variety  of  congenital  diaphragmatic  hernia. 

Case  1. — A  female  child,  aged  4  months,  was  admitted 
on  December  the  3rd,  1903,  in  a  moribund  condition,  under 
the  care  of  Dr.  Guthrie.  The  child  was  unconscious,  with 
sunken  fontanelle  and  internal  strabismus  of  the  left  eye. 
Her  temperature  was  lOo'S  F.  The  pulse  was  imper- 
ceptible at  the  wrist,  and  the  respiration  was  slow  and 
sighing.  There  was  retraction  of  the  abdomen,  but  no 
tdche  cerebrale.  Death  took  place  fourteen  hours  after 
admission.  She  was  sick  six  times,  each  time  bringing  up 
dark  broAvn  vomit.  It  was  thought  probable  that  she  was 
suffering  from  cerebral  thrombosis. 

Post  mortem. — Body  well  nourished.  On  opening-  the 
abdomen  the  liver  was  found  to  extend  almost  down  to 
the  symphysis  pubis,  and  the  gall-bladder,  which  was  in 
the  middle  line,  was  in  contact  with  it.  The  liver  was 
rotated  so  that  the  upper  surface  looked  forward. 

On  opening  the  chest  it  was  found  that  the  whole  of 
the  lower  and  external  portion  of  the  right  side  was  occu- 
pied by  the  large  and  small  intestines,  the  right  lung  being 

*  "  Congenital  Lesions  of  the  Diaphi-agm  and  Respiratory  Insufficiency 
in  New-born  Children,"  by  Ambrogio  Mori,  M.D.,  'The  British  Journal 
of  Children's  Diseases,'  jDp.  115-21,  ISIarch,  190.5. 
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Fig.   8.— Case   ].— r.l.  Eij^lit   hmg.     l.l.  Left   king.     i.  Intestine,     p. 
Pericardium,     d.  Diaphragm,     l.  Liver,     g.b.  Gall-bladder. 


40         CONGENITAL  DIAPHRAGMATIC  HERNIA. 


displaced  upward  and  towards  the  middle  line.  The  ante- 
rior mediastinum  and  the  heart  were  displaced  to  the  left, 
the  right  side  of  the  heart  being  entirely  to  the  left  of 
the  left  border  of  the  sternum.  The  diaphragm  was  pushed 
down  and  flattened.  The  stomach  occupied  its  usual  posi- 
tion,  but  the  duodenum,  which  had  a  mesentery,  passed 
upwards  and  to  the  right  and  disappeared  behind  the  liver. 
The  large  intestine  passed  obliquely  across  the  abdomen 
to  reach  the  rectum.  The  abdominal  contents,  which  had 
passed  through  the  diaphragm  into  the  right  side  of  the 
chest,  were  the  third  part  of  the  duodenum,  the  jejunum, 
the  ileum,  the  ascending  and  transverse  colon,  and  part 
of  the  pancreas.  There  was  no  sign  of  strangulation  ; 
and  fasces  were  present  in  the  lower  part  of  the  intestine 
and  appeared  normal. 

The  opening  in  the  diaphragm  was  lying  to  the  right 
of  the  middle  line  external  to  the  crus.  Its  circumference 
Avas  about  two  inches,  and  the  peritoneum  was  continuous 
with  the  parietal  layer  of  the  pleura.  All  the  organs 
appeared  healthy,  and  no  cause  of  death  was  found. 

Case  2. — A  male  child,  aged  4  months,  was  admitted 
on  May  the  24th,  1904,  under  the  care  of  Dr.  Sutherland. 

History. — He  was  well  until  six  weeks  ago,  when  he  had 
what  his  mother  described  as  a  fit,  accompanied  by  cough 
and  cyanosis.  Similar  attacks  occurred  frequently,  and 
finally  he  was  sent  in  by  a  doctor  who  thought  there  was 
fluid  in  the  right  pleural  cavity.  He  had  been  fed  upon 
breast-milk  only,  and  had  always  taken  it  well.  The 
bowels  Avere  usually  regular,  but  he  frequently  had  abdo- 
minal pain,  and  occasionally  suffered  from  constipation. 

On  admission. — There  was  extreme  cyanosis,  and  his 
rate  of  respiration  was  82.  A  hot  bath  was  given  imme- 
diately, and  he  was  put  to  bed  with  hot  bottles  around 
him,  and  with  a  turpentine  stupe  upon  his  chest.  He 
rapidly  recovered,  smiled,  and  seemed  quite  comfortable. 

May  the  25th. — His  temperature  was  99"2°  F.,  pulse 
rate  124,  and  respiration  30  to  the  minute.  He  had  a 
good  colour,  but    his    cough    Avas   very   troublesome,   and 
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respiration  was  accompanied  hy  an  indrawing  of  tlic  whole 
suljcostal  region  during  respiration,  and  much  wheezing 
during  expiration.  'Jliere  was  no  movement  of  the  alas 
nasi.  Slight  dulness  and  diminished  breath-sounds  were 
present  over  the  right  lung  posteriorly,  suggesting  col- 
lapse of  the  lung,  and  a  turpentine  stupe  was  accordingly 
put  over  that  region.  Rhonchi  were  present  in  large 
numbers  over  both  lungs  in  front  and  behind.  The 
abdomen  Avas  very  rigid  and  much  distended.  The  edge 
of  the  liver  Avas  not  felt. 

May  the  26tli. — After  a  bout  of  crying  he  apparently 
fell  asleep,  but  was  noticed  to  be  SAveating  profusely,  and 
had  marked  cyanosis  and  distress.  Artificial  respiration 
quickly  improA'ed  the  colour,  and  the  child  breathed  easily. 
Two  similar  attacks  occurred  during  the  day,  Avhich  Avere 
relieved  Avhen  the  child  passed  flatus. 

May  the  27th. — At  11.30  p.ni.,  Avith  no  previous  exer- 
tion, he  AA'as  noticed  to  have  become  cyanosed,  and  to  be 
suffering  from  great  inspiratory  difficulty  and  expiratory 
stridor.  The  lower  interspaces  were  indraAvn  upon  the 
left  side,  but  not  upon  the  right,  and  air  hunger  Avas 
extreme.  He  rallied,  but  died  in  a  second  attack  at  1.45 
a.m.  on  the  28tli. 

Post  mortem. — He  Avas  a  Avell-developed  child,  Avith 
firm,  well-formed  muscles.  The  fontanelle  Avas  nearly 
closed.  The  liver  nearly  reached  the  symphysis  pubis, 
the  presenting  part,  on  opening  the  abdomen,  being  the 
upper  and  anterior  surfaces.  The  gall-bladder  Avas  not 
seen.  The  stomach  occupied  the  remaining  part  beloAv. 
The  loAver  part  of  the  pleural  caA-ity  upon  the  right  side 
Avas  seen  to  contain  nothing  but  intestine,  the  superficial 
coils  of  Avhich  Avere  distended,  and  those  behind  collapsed. 
The  heart  and  pericardium  Avere  pushed  o\'er  entirely  to 
the  left  side.  The  upper  lobe  of  the  right  lung,  pale 
and  firm,  Avas  the  only  part  of  the  tAvo  lungs  to  be  seen. 
The  left  lung  appeared  to  be  healthy.  The  middle  and 
loAver  lobes  of  the  right  lung  Avere  colla]3sed  and  slate- 
grey   in  colour  and  had    jn^obably  never    been  expanded. 
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Fig.  9.— Case  2.— r.l.  KiKht  luno-.     i.  Intestines,     l.    Liver,     p.  Peri- 
canliiTui.      s.  Stomach. 


CONGENITAL  DIAPHRAGMATIC  HERNIA.       43 

The  heart  was  normal,  but  the  right  puhnonary  artery 
and  veins  were  very  small.  The  opening  in  the  diaphragm 
was  situated  about  two  inches  from  the  middle  line  and 
did  not  involve  the  right  crus.  It  lay  opposite  the  attach- 
ments of  the  diaphragm  to  the  tenth  and  eleventh  ribs, 
and  admitted  three  fingers  readily.  It  was  circular  in 
outline.  There  was  no  sac  of  any  kind,  but  the  parietal 
layer  of  the  pleura  and  the  peritoneum  were  in  direct 
communication  through  the  opening.  The  abdominal 
viscera  present  in  the  right  pleural  cavity  consisted  of  the 
third  part  of  the  duodenum  with  the  tail  of  the  pancreas, 
the  jejunum,  ileum,  caecum,  and  ascending  colon.  The 
duodenal  end  was  firmly  adherent  by  its  mesentery  to 
the  posterior  part  of  the  ring.  The  whole  of  the  mesen- 
tery of  the  small  and  large  intestine  was  abnormally  long, 
and  the  hepatic  flexure  of  the  colon  was  attached  to  the 
anterior  part  of  the  ring  by  a  firm  band.  There  was  no 
strangulation.  The  spleen  and  kidneys  were  not  dis- 
placed, and  the  liver  was  not  deformed,  but  was  merely 
rotated  upon  a  horizontal  transverse  axis. 

It  Avould  seem  that  the  diagnosis  of  such  a  condition 
should  be  comparatively  easy.  One  would  expect  to  find 
the  marked  displacement  of  the  liver,  and  to  have  a  tym- 
panitic note  and  diminution  of  the  breath-sound  over  the 
lower  part  of  the  right  side  of  the  thorax.  Unfortunately 
neither  child  was  in  a  condition  suitable  for  thorough 
examiuation.  The  first  was  moribund  on  admission  and 
evidently  had  only  a  few  hours  to  live,  whilst  the  second 
child  cried  whenever  he  was  examined  and  soon  got  acutely 
distressed.  The  loud  rhonchi  present  prevented  any  exact 
auscultation.  In  neither  case  was  the  diagnosis  of  dia- 
phragmatic hernia  thought  of.  In  Case  2  the  abdomen 
was  rigid  and  distended,  and  the  edge  of  the  liver  could 
not  therefore  be  felt  readily.  The  physical  signs  in  the 
thorax  are  interesting  to  note.  The  collapsed  lung  at  the 
back  gave  an  area  of  diminished  resonance  with  diminished 
breath-sounds,  and  the  child^s  respiratory  distress  was 
thought  to  be   largely  due  to  this   collapse.      The  note  in 
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front  was  not  markedly  tympanitic,  as  might  have  been 
expected.  'J'his  is  probably  due  to  the  fact  that  as  the 
child  was  examined  in  the  intervals  of  comparative  com- 
fort, there  must  have  been  very  little  flatus  present  in  the 
intestines.  This  is  shown  by  the  fact  that  the  child's  dis- 
tress was  so  fi^equently  noted  to  have  been  relieved  by  the 
passage  of  flatus.  The  adventitious  sounds  heard  all  over 
the  chest  obscured  the  true  breath-sounds.  The  child 
had  been  sent  in  by  the  doctor,  according  to  the  mother's 
statement,  for  an  operation  for  fluid  in  the  right  side  of 
the  chest. 

A  case  of  diaphragmatic  hernia  upon  the  left  side  with 
the  stomach  and  part  of  the  intestines  in  the  thoracic 
cavity  was  recently  operated  upon  in  one  of  the  children's 
hospitals  for  a  supposed  left  emi^yema,  although  repeated 
exploration  had  failed  to  confirm  the  diagnosis. 

Hillier  showed  a  specimen,  before  the  Pathological 
Society- in  1861,  of  a  diaphragmatic  hernia  upon  the  right 
side  with  the  colon  within  the  thoracic  cavity.  The  child 
had  had  attacks  of  dyspnoea  since  she  was  two  weeks 
old  and  died  at  seven  months  with  no  intestinal  symptoms. 
In  this  case  the  note  was  dull  at  the  lower  part  of  the 
thorax  on  the  right  side  and  tympanitic  above.  The 
absence  of  any  intestinal  symptoms  in  all  these  cases  is 
rather  striking. 

An  indication  of  the  cause  of  such  hernia  may  be 
obtained  from  a  consideration  of  the  development  of  the 
diaphragm.  Five  elements — one  median,  two  ventro- 
lateral, and  two  dorso-lateral — enter  into  the  formation 
of  the  diaphragm.  The  median  and  ventro-lateral  are 
first  developed  and  together  form  the  septum  transversum. 
At  a  later  period  the  two  dorso-lateral  elements,  which 
are  only  present  in  mammals,  are  formed  and  unite  with 
the  septum  transversum  to  form  the  "  primitive  pleuro- 
peritoneal  septum,"  and  completely  shut  off  the  pleural 
from  the  peritoneal  cavity.  It  is  easy,  therefore,  to  under- 
stand why  congenital  diaphragmatic  hernife  should  almost 
invariably  occur   at  the   jiosterior  part  of  the  diaphragm. 
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After  the  second  or  tliird  inontli  of  intva-uterine  life  tlie 
diaphragm  is  completed  b}^  the  growth  of  muscular  fibre 
springing,  firstly,  from  around  the  oesophagus  and, 
secondly,  from  the  chest  wall  at  the  periphery  of  the 
diaphragm. 

Both  of  these  hernia?  must  be  included  among  those 
classed  by  M.  Nau  as  "  embryonic  diaphragmatic  herniae  " 
— i.e.  hernife  foi-med  before  the  complete  closure  of  the 
"  pleuro-peritoneal"  septum,"  and  those  which  have  not 
therefore  acquired  a  sac.  He  divides  this  class  into  com- 
])lete,  whei-e  the  whole  of  the  dorso-lateral  element,  or 
pillar  of  Uskow  is  deficient ;  incomplete  where  it  is  partially 
absent,  and  complex  where  the  opposite  one  is  also  deficient. 
These  cases  will,  therefore,  come  under  the  division  of 
"  incomplete  embryonic  diaphragmatic  hernia." 

M.  Paillard  in  his  Paris  thesis  of  November,  1903,  has 
put  together  statistics  obtained  by  Bowditch,  Lacher, 
Kolni,  and  Boursier,  and  has  classified  130  cases  which  he 
has  himself  collected.  In  a  total  of  481  he  has  found  that 
93,  or  practically  20  per  cent.,  Jiave  occurred  upon  the 
right  side.  Amongst  his  own  130  cases  he  describes  74 
coThplete  embryonic  diaphragmatic  herniae,  of  which  15 
occurred  upon  the  right  side,  and  in  14  of  these  the  liver, 
nnich  deformed,  was  partially  within  the  pleural  cavity. 
He  has  found  onl}"  16  cases  of  incomplete  embryonic  dia- 
])hragmatic  hernia,  and  of  these  only  2  occurred  upon  the 
right  side.  One  of  these  contained  the  small  intestine, 
and  the  other  the  small  intestine,  ca?cum,  and  right  kidney. 
Thus  in  his  130  cases  there  were  none  similar  to  these 
two  which  presented  such  a  remarkable  resemblance  to 
each  other.  It  is  a  strange  thing  that  rare  conditions  so 
frequently  occur  in  pairs  in  a  hospital  practice. 

I  have  to  thank  Dr.  Guthrie  and  Dr.  Sutherland  for 
permission  to  publish  these  cases,  and  Dr.  Emery  for  the 
notes  of  the  post  mortem  in  Case  1. 

The  drawing  of  Case  1  was  taken  from  a  photograph, 
that  of  Case  2  from  a  sketch  made  at  the  post  mortem. 

{Read  Odeher  the  21.^t,  1904.) 
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16.  CONG-ENITAL    ATEESIA    OF    THE    TRICUSPID 
VALVE. 

By  BEETEAM  M.  H.  EOGEES,  M.D., 

AND 

J.   M.   FOETESCUE-BEICKDALE,  m.d. 

The  child  from  wliom  this  specimen  was  taken  was 
admitted  into  the  Children's  Hospital,  Bristol,  on  October 
the  3rd,  1904,  under  Dr.  Rogers,  and  died  there  in  a 
few  hours.  The  mother  stated  that  the  child  was  2  years 
old,  and  had  appeared  to  be  healthy  till  about  6  Aveeks 
old,  when  it  had  an  attack  of  cyanosis.  These  attacks 
recurred  once  or  twice  a  month  (perhaps  oftener)  and 
lasted  from  a  few  hours  to  a  whole  day.  It  had  never 
attempted  to  walk  and  had  not  yet  been  weaned.  On 
admission  the  child  was  intensely  cyanotic  and  gasping  for 
breath.  The  fingers  and  toes  were  clubbed  and  the  lips 
and  extremities  deep  purple  in  colour.  The  temperature 
was  96"4°  F.,  pulse  104,  respirations  48.  Physical  examina- 
tion showed  that  the  lungs  were  full  of  loud  rhonchi.  The 
heart's  apex  beat  was  in  the  fifth  space  in  the  nipple  line. 
No  increase  in  the  area  of  cardiac  dulness  could  be  detected, 
and  no  cardiac  bruits  were  heard. 

A  post-mortem  examination  Avas  made  fourteen  hours 
after  death.  The  child  Avas  very  small  for  its  age  and 
weighed  only  11  lbs.  14  oz.,  but  it  appeared  fairly  Avell 
nourished.  There  was  extreme  congestion  of  all  the  A'eins 
and  considerable  bronchitis.  The  heart  Avas  the  only  other 
organ  shoAving  anything  abnoi'mal.  It  Aveighed  3.^  oz.,  and 
its  Avails,  especially  the  right  auricle  and  left  A'entricle,  Avere 
thickened.  The  auricles  and  left  A'entricle  Avere  also 
dilated,  but  the  right  A'entricle  could  be  seen  before  section 
to  be  A^ery  small.  On  opening  the  heart  the  auricles  Avere 
found  to  communicate  through  the  foramen  ovale,  the  aper- 
ture being  about  5  x  3  mm.  and  roughly  OA'al  in  shape. 
The  A'entricles  also  communicated  through  a  small  opening 
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just  helow  the  aortic  valves  about  2  mm.  in  (linmeter.  The 
riu'lit  ventricle  Avas  very  small,  and  was  separated  com- 
])letel\-  from  the  dilated  ri,o"ht  auricle  by  a  smooth  mem- 
branous septum  into  which  the  chorda^  tendinite  were 
inserted.  There  was  no  sign  of  endocarditis.  ']^he  renuiin- 
ing-  orifices  were  normal,  and  the  great  vessels  occujiied 
their  ordinary  positions.  The  ductus  arteriosus  was  im- 
pervious. The  blood  entering  the  right  auricle,  therefore, 
passed  directl}'  into  the  left  auricle  and  thence  into  the 
left  ventricle,  whence  some  was  pumped  into  the  aorta 
and  some  throuo-h  the  small  oi)ening  into  the  right  ventricle 
and  so  into  the  pulmonary  artery. 

This  condition  is  rare.  Holt  out  of  242  cases  of  con- 
genital malformation  of  the  heart  collected  from  the 
literature  found  atresia  or  stenosis  of  the  tricuspid  yalves 
in  only  three,  so  that  at  most  complete  atresia  could  only 
have  l)een  observed  in  two.  In  most  of  the  cases  we  have 
found  described  there  was  much  more  deficiency  in  the 
interventricular  septum,  and  in  some  abnormalities  of  the 
great  vessels  ai-e  als()  described.  Sievking's  case,  described 
in  the  ^Pathological  Transactions'  in  1853,  and  now  in 
the  Museum  of  St.  Mary's  Hospital,  resembled  this  case 
somewhat,  but  there  was  much  freer  communication  between 
the  ventricles.  This  child  had  practically  no  cyanosis,  and 
there  Avas  a  loud  systolic  bi'uit  apparently  heard  all  over 
the  pra?cordia.  The  child  suffered  from  symptoms  of 
collapse,  with  much  dyspnoea,  and  died  at  the  age  of  9 
weeks.  A  comparison  Ijetween  these  two  cases  is  interest- 
ing ;  in  both  the  course  of  the  blood-stream  through  the 
heart  was  identical,  only  in  our  case  the  amount  of  blood 
reaching  the  pulmonary  artery  Avas  presumal)ly  less.  The 
cyanosis  was  well  marked  in  the  present  case,  whereas  in 
Sievking's  it  Avas  practically  absent.  This,  Ave  think,  is 
explained  by  the  A-ery  small  A'olume  of  blood  Avhich  could 
pass  into  the  pulmonary  artery  and  consequently  the  A^ery 
deficient  aeration.  The  cyanosis  and  clubbing  in  this  case 
are  also,  no  doubt,  accounted  for  by  the  obstruction  at  the 
interauricular  septum,  as  there  Avas  practically  no  obstruc- 


48  CONGENITAL   MORBUS   CORDIS. 


tion  to  the  e.\it  of  l)lood  from  the  left  ventricle,  the  aorta 
heing  normal.  The  amount  of  blood,  too,  reaching-  the  left 
auricle  cannot  have  been  in  excess  of  normal,  as  it  prac- 
tically all  came  from  the  right  side  of  the  heart  through  a 
small  opening,  the  pulmonary  vein  contributing  but  little. 
The  hypertrophy  and  dilatation  was,  no  doubt,  started  in 
the  right  auricle  and  affected  the  left  side  of  the  heart 
chiefly  through  the  systemic  circulation,  but  in  addition 
the  rapid  and  violent  action  of  the  heart  set  up  by  any 
exertion  in  order  to  drive  more  bh;)od  through  the  opening 
in  the  interventricular  septum  probably  contributed  to  the 
hypertrophy  of  the  left  ventricle. 

The  duration  of  the  child's  life  under  these   conditions 
seems  remarkably  lengthy   (two  years),  but  Peacock  men- 
tions a  case  said  to  be  anatomically  similar  to  Sievking's 
in   which   the  patient  survived  to  the  age  of  9  years. 
[E.cltihi'ted  Novemher  the  ISfli]  1904.) 


17.  A  SPECIMEN  OF  CONGENITAL  MOEBUS  COEDIS. 
By   GEORGE   CARPENTER,  M.D. 

The  specimen  was  removed  from  a  female,  aged  2h  years. 

She  was  an  only  child.  The  birth,  Avhich  was  premature, 
was  said  to  be  at  6  months,  and  she  was  born  blue  and 
continued  to  be  cyanosed ;  but  9  days  before  she  came  to 
hospital  the  cyanosis  increased.  At  that  time  she  had  an 
attack  nf  dyspncea  followed  by  a  convulsion.  A\^hen  12 
months  old  she  had  a  convulsion  for  the  first  time. 

When  she  came  under  observation,  on  May  the  6th,  1904, 
her  lips  and  finger-tips  were  very  cyanosed,  and  she  pre- 
sented marked  clubbing  of  the  fingers  and  toes.  There 
was  no  history  of  congenital  syphilis,  and  the  child  was 
free  from  congenital  abnormalities  other  than  the  heart 
lesion. 
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The  cardiac  iminiJse  was  most  marked  in  tlie  epigastric 
notch;  there  was  an  impulse  in  the  fifth  left  interspace 
1\  inches  internal  to  the  nipple  line  and  an  impulse  also  2 
inches  to  the  right  of  the  sternum. 

The  cardiac  area  of  dulness  extended  well  to  the  right 
side  of  the  sternum  for  a  couple  of  inches,  and  a  skiagram 
verified  the  diagnosis. 

Sounds. — A  loud  systolic  bruit  was  audible  all  over  the 
cardiac  area,  of  greatest  intensity  over  the  xyphoid  carti- 
lage. The  bruit  was  not  audible  in  the  great  vessels  of  the 
neck ;  it  was  sometimes  audible  in  the  back,  but  not  at 
others.     Urine  free  from  albumin. 

Blood-count.— Redi  cells,  7,880,000  per  cmm.  White 
cells,  9750  per  cmm.  Haemoglobin,  122  per  cent.  There 
Avere  no  other  abnormalities. 

On  May  the  8th  .she  had  a  short  attack  of  dyspnoea, 
which  did  not  end  in  convulsions.  On  May  the  17tli  she 
developed  measles,  and  on  May  the  23rd  she  died. 

Post-mortem. — Both  lungs  were  oedematous  and  showed 
patches  of  broncho-pneumonia.  The  spleen  was  hard. 
The  liver  was  cloudy  and  in  parts  fatty.  Peyer's  patches 
and  solitary  follicles  were  swollen  and  markedly  injected. 
The  cortical  vessels  of  the  brain  were  enormously  distended, 
its  substance  very  vascular  and  pink  in  colour. 

Heart. — A  gap  between  the  annulus  ovalis  and  the 
auricular  septum  through  which  the  little  finger  can  be 
passed.  At  the  upper  and  lower  part  of  the  membrane 
there  are  also  two  small  holes.  The  pulmonary  orifice  is 
'narrowed,  the  vessels  small,  and  the  walls  of  the  right 
ventricle  are  much  hypertrophied.  There  is  a  perforated 
ventricular  septum,  and  the  aorta,  which  is  enlarged,  is 
superimposed  over  both  chambers. 

There  are  several  points  of  interest  about  the  case, 
firstly,  the  polycythemia  and  the  largely  increased  percen- 
tage of  haemoglobin — a  condition  which  I  have  several  times 
observed  in  congenital  morbus  cordis  with  cyanosis.  Next 
is  the  early  advent  of  cyanosis ;  it  so  often  happens  that 
cyanosis  is  absent  in  the  first  few  months  or  even  years  of 
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cardiac  malformations.  Lastly,  the  absence  of  a  systolic 
bruit  in  the  great  vessels  of  the  neck.  When  there  is  a 
perforate  ventricular  septum,  it  more  often  happens  that 
the  bruit  is  plainly  audible  in  these  vessels,  and  when  a 
bruit  is  heard  there  during  life  it  is  a  strong  point  in  favour 
of  a  diagnosis  of  perforate  ventricular  septum. 

{Exhibited  November  the  18th,  1904). 


18.  A  SPECIMEN  OF  CONaENITAL  MORBUS   COEDIS. 
By    SYDNEY   CUEL,  M.D. 

The  specimen  was  removed  from  a  child,  aged  3  months. 
As  regards  the  clinical  history  of  the  case  very  little  is 
known.  There  was  no  lividity  or  any  other  sign  leading 
one  to  suspect  congenital  malformation  of  the  heart  and 
no  sign  of  congenital  syphilis  was  present.  The  patient 
suffered  also  from  a  hare-lip  and  cleft  palate,  and  died 
from  some  acute  infection  (the  nature  of  which  was  doubt- 
ful) before  operative  interference  could  be  undertaken  for 
the  latter  deformities. 

The  heart  shows  the  following  abnormalities  : 

(1)  Deficiency  of  the  ventricular  septum  at  the  upper 
part. 

(2)  Incomplete  formation  of  the  auricular  septum,  the 
two  auricles  forming  one  chamber. 

(3)  Complete  atresia  of  the  pulmonary  artery  soon  after 
its  origin  from  the  ventricle. 

(4)  A  large  aorta  springing  from  both  ventricles,  but 
chiefly  from  the  right. 

The  specimen  is  of  interest  as  it  illustrates  very  well  the 
rare  condition  of  atresia  of  the  pulmonary  artery.  This 
condition  as  far  as  I  am  aware  is  exceedingly  rare,  although 
moderate  degrees  of  stenosis  are  comparatively  common. 

For  the  clinical  abstract  of  the  case  I  am  indebted  to 
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Dr.  Powell,  house-surgeon  at  the  North-Eastern  Children's 
Hospital,  and  for  permission  to  publish  the  case  my  thanks 
are  due  to  Mr.  E.  Stabb,  under  whose  care  the  child  was 
admitted. 

{Kvhlhited  November  the  18th,  1904.) 

Discussion. 

Dr.  Edmund  Cautley  said  the  cases  shown  (Nos.  16,  17, 
and  18)  were  of  extreme  interest  from  the  developmental  point 
of  view,  and  he  would  have  liked  to  have  heard  from  the 
exhibitors  their  opinions  on  the  causation  of  these  defects. 
Complete  atresia  of  the  tricuspid  valve  was  certainly  extremely 
rare,  and  also  so  was  the  kind  of  case  shown  by  Dr.  Curl.  All 
three  of  the  cases  showed  defects  which  were  due  to  persistence 
of  conditions  existing  during  the  first  two  months  of  life.  One 
knew  the  septuiii  ventriculorum  was  completed  by  the  end  of  the 
seventh  or  eighth  week.  Congenital  heart  disease  was  often 
ascribed  to  rheumatic  fever,  but  it  seemed  impossible  this 
could  be  the  explanation  of  these  cases.  It  was  more  probable 
one  had  to  do  with  some  congenital  defect  of  development. 
He  asked  each  exhil)itor  whether  there  had  been  a  history 
or  evidence  of  syphilis  in  any  of  the  cases.  He  believed 
syphilis  to  be  the  great  cause  of  congenital  heart  disease. 
Frequently  there  were  other  developmental  defects  present. 
He  confirmed  the  statement  of  Dr.  Carpenter  as  to  the  excessive 
number  of  red  cells  and  of  hsemogiobin  in  cases  of  congenital 
heart  disease.  This  character  of  the  blood  was  often  found,  but 
it  was  not  obvious  why. 

Dr.  Fortescue  =  Brickdale  (Bristol),  in  reply,  said  that  in 
his  case  there  was  no  evidence  of  syphilis,  as  far  as  he  could 
make  out.     There  was  no  syphilitic  history  in  the  family. 

Dr.  George  Carpenter,  in  reply,  said  he  was  in  favour 
of  the  view  expressed  by  Dr.  Cautley  as  to  congenital  syphilis 
being  responsil)le,  but  he  thought  only  for  a  certain  number 
of  cases  of  malformations  of  the  heart.  He  had  encoim- 
tered  cases  in  Avhich  that  evidence  was  undoubted,  but  errors 
of  development,  intra  -  uterine  rheumatism,  and  other  blood 
infections  were  very  frequent  causes. 

Dr.  Sydney  Curl,  in  reply,  said  there  was  no  evidence  of 
syphilis  in  his  case,  but  there  wei'e  other  congenital  abnor- 
maUties. 
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19.  A   CASE    OF   JUVENILE    GENEEAL   PARALYSIS. 

By   JAMES    TAYLOE,   M.D. 

The  patient  who  is  the  subject  of  this  paper  is  a  boy, 
aged  114  years,  who  was  referred  to  me  by  Mr.  Treacher 
Collins,  whose  advice  he  had  sought  at  Moorfields  Eye 
Hospital  on  account  of  failing  vision.  Mr.  Collins  has 
kindly  allowed  me  to  use  the  case,  and  I  am  indebted  to 
his  notes  for  many  of  the  particulars. 

The  boy  is  a  fifth  child  in  a  family  of  nine,  all  of  whom 
are  said  to  be  healthy.  The  father  and  mother  are  also  in 
good  health,  and  there  have  been  no  miscarriages.  The 
child  was  born  at  full-time,  and  at  the  age  of  12  months 
is  said  to  have  suffered  from  abscesses  in  the  scalp  and 
also  in  the  groin.  He  was  very  backward  and  did  not 
walk  until  he  was  4.  At  5  he  Avent  to  school  and  is 
described  as  having  been  dull  and  inattentive.  At  6  he 
apparently  first  showed  distinct  mental  peculiarities.  He 
developed  a  faculty  for  romancing,  told  many  extraordinary 
stories  apparently  without  any  object  except  that  of  exciting 
wonder,  and  was  occasionally  quarrelsome  and  very  violent. 
He  was  very  fond  of  going  to  school  or  church,  and  had 
reached  the  third  standard.  In  the  past  year  he  had 
complained  of  constant  headaches,  and  his  violence  and 
quarrelsomeness  had  become  worse.  He  also  had  had  some 
difficulty  in  walking,  but  this  had  not  been  ver}'  great.  He 
was  fond  of  talking  of  himself,  was  persuaded  he  was  a  great 
singer,  and  was  in  the  habit  of  collecting  other  children  to 
listen  to  him.  Three  months  ago  his  sight  began  to  fail, 
and  it  was  on  this  account  that  he  was  brought  to  Moor- 
fields. 

He  is  a  fairly  Avell  developed  boy,  without  any  definite 
stigmata  of  congenital  syphilis,  but  his  facial  appearance  is 
distinctly  suggestive  of  such  a  condition.  He  is  pale,  rather 
quiet,  unusually  pleased  with  himself,  and  not  markedlj^ 
unintelligent.     He  walks  rather  feebly,  and  there  is  a  veiw 
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slight  degree  of  ataxy.  His  knee-jerks  are  active;  the 
plantar  reflexes  are  extensor  in  type.  His  muscles  are  fairly 
developed,  and  his  heart  and  lungs  are  normal.  There  is 
no  albuminuria.  There  is  no  interference  with  articulation  ; 
the  tongue  is  protruded  in  the  middle  lino  and  is  not 
tremulous.  There  is  a  slight  tremor  of  the  facial  muscles 
occasionally  when  he  shows  his  teeth.  The  pupils  are 
unequal,  the  right  heing  the  larger ;  there  is  no  reaction 
to  light  in  either,  but  there  is  a  reaction  during  convergence. 
His  vision  is  much  impaired.  With  the  right  eye  he  can 
only  distinguish  light  from  darkness ;  with  the  left  he 
counts  fingers  at  six  feet.  There  is  well-marked  optic 
atrophy  in  each  disc. 

There  seems  no  reason  to  doubt  that  this  is  a  case  of 
juvenile  general  paralysis.  The  mental  peculiarities  and 
the  physical  signs  enumerated  make  the  diagnosis  almost 
certain.  As  regards  the  mental  condition  cases  of  juvenile 
general  paralysis  fall  into  two  distinct  groups.  In  one  the 
children  have  always  been  backward,  and  a  condition  of 
progressive  dementia  is,  so  to  speak,  engrafted  on  a  mental 
condition  Avhich  has  never  been  normal.  In  the  other 
class  the  children  are  unusually  sharp  and  intelligent, 
winning  numerous  prizes,  and  are  indeed  of  the  same 
intellectual  type  as  the  adult  general  paralytic.  In  this 
type  the  onset  of  symptoms,  at  or  about  puberty,  is  usually 
determined  by  an  acute  illness  or  accident,  but  it  may 
come  on  gradually  and  apparently  spontaneously.  Our 
patient  belongs  to  the  former  class.  In  regard  to  his 
physical  signs  he  is  not  of  the  usual  type,  with  tremor  fits 
and  paraplegic  weakness.  Slight  tremor  and  slight  weakness 
of  the  lower  limbs  are  present,  it  is  true,  but  the  most 
striking  condition  is  the  optic  atrophy ;  and  just  as  in  the 
adult  disease  and  in  tabes  dorsalis  also,  when  this  is  the 
first  symptom,  it  may  remain  for  a  long  time  unassociated 
with  any  other. 

The  relation  of  syphilis  to  juvenile  general  paralysis  is  a 
very  close  one.  All  evidence  seems  to  show  that  syphilis 
is    an    almost    constant  precursor   of    the    condition.     The 
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majority  of  cases  of  the  disease  actually  carry  undoubted 
stigmata  of  congenital  syphilis — scarring  about  the 
mouth,  Hutchinson^s  teeth,  choroidal  atrophy,  or  interstitial 
keratitis.  This  patient  has  none  of  these,  and  has  a  family 
history  free  from  suggestiveness.  Yet  the  meagre  physical 
development,  the  facies,  Avhich,  as  I  have  said,  is  sug- 
gestive, and  the  Argyll  Eobertson  pupils,  if  not  conclusive, 
are  sufficient  to  raise  suspicions.  In  13  of  Mott's  22  cases 
there  were  definite  stigmata  of  syphilis,  and  it  could  not  be 
excluded  in  any  of  the  others.  Thiery  also  found  it  in  64 
per  cent.,  a  proportion  which,  he  saj'S,  is  too  great  to 
permit  of  syphilis  being  regarded  as  occupying  merely  a 
secondary  role  in  the  production  of  the  disease. 

The  prognosis  in  such  a  case  as  this  is  necessarily  bad. 
Vision  is  likely  to  be  completely  lost,  and  the  mental  and 
physical  weakness  is  almost  certain  to  increase.     No  drugs 
seem  capable  of  even  modifying  the  course  of  the  disease. 
{ExhihhtdNovemher  the  18th,  1904). 

Discussion. 

Dr.  F.  Parkes  Weber  remarked  that  iu  1898  he  saw  a  boy, 
aged  19  years,  who  had  the  symptoms  of  general  paralysis  of 
the  insane.  He  had  been  perfectly  normal  until  he  reached  17^ 
years  of  age,  and  at  that  age  began  to  have  tremors,  and 
gradually  lost  ground  physically  and  mentally.  When  Dr. 
Weber  saw  the  patient,  one  and  a  half  years  after  the  commence- 
ment of  the  disease,  the  tremors  formed  a  striking  feature  of  the 
case  and  were  much  more  intense  than  the  ordinary  tremors  of 
general  paralysis  :  they  affected  all  the  limbs  and  were  somewhat 
diminished  l)y  voluntary  movements.  When  Dr.  Weber  saw  the 
patient  again  in  January,  1900,  he  was  confined  to  bed,  helpless 
and  apathetic,  and  woidd  pass  all  his  motions  and  urine  imder 
him.  The  lower  extremities  were  rigid,  and  there  was  decided 
ankle  clonus.  There  was  tremor  in  the  tongue  and  hands  on 
movement.  Death  occm-red  in  June,  1900.  Dr.  Weber  asked 
whether  the  tremors  had  any  special  significance,  and  whether 
excessive  tremors  justified  the  supposition  that  in  such  a  case 
the  child  suffered  from  an  active  inflamniatorv  process  (possibly 
of  a  genuine  syphilitic  nature)  affecting  the  cerebral  cortex.  In 
favour  of  that  supposition  was  the  rigidity  of  the  legs  which 
occurred  toAvards  the  end  of  the  disease.* 

*  In  fact,  probably  owing  to  great  involvement  of  the  Eolandic  areas, 
the  symptoms  of  a   i^rogressive   cex-ebral    diplegia  (-with   simstic   para- 
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Dr.  James  Taylor,  in  reply,  said  he  thought  cases  of  general 
paralysis  were  divisible  into  two  classes — (1)  that  in  which  the 
child  was  never  quite  nonnal ;  (2)  that  to  which  Dr.  Parkes 
Weber  referred,  in  Avhich  the  child  Avas  not  only  normal,  l^ut 
unusually  intelligent  and  well,  up  to  a  certain  stage,  after  which 
degeneration  set  in  and  progressed  rapidly.  With  regard  to 
tremor,  he  did  not  think  that  was  by  any  means  a  constant 
early  symptom  of  general  paralysis.  In  the  adult,  optic  atrophy, 
and  Argyll  Eobertson  pupils  might  be  the  only  sign  of  some 
such  change  for  a  long  time,  and  then  speech  became  defectiA'e, 
and  tremor  might  be  only  a  very  late  symptom.  And  tremor 
was  not  constant  in  children  the  subjects  of  the  disease.  It 
was  comparable  to  tabes  dorsalis  in  which,  although  ataxy  was 
one  of  the  common  symptoms,  there  were  many  cases  of  tabes 
dorsalis  in  which  that  symptom  was  absent. 

Dr.  Parkes  Weber  said  his  question  was  as  to  whether 
excessive  tremor  indicated  the  presence,  not  merely  of  the  changes 
of  general  paralysis,  but  of  some  more  active  inflammatory  pro- 
cess in  the  cerebral  cortex,  possildy  syphilitic. 

Dr.  James  Taylor,  in  further  reply,  thought  it  was  scarcely 
necessary  to  assume  the  presence  of  some  special  process  t(_> 
account  for  a  particular  degree  of  tremor;  its  extent  seemed 
only  to  depend  on  the  intensity  of  the  general  process. 


20.  TWO  CASES   OF  OCCIPITAL  CEPHALHJEMATOMA 
NEONATOEUM. 

By   J.    HOWELL    EVANS,   M  Ch. 

T\yo  cases  of  cephalhaematoma  neonaturuui  over  the 
occipital  bone  were  shown  by  ]\Ir.  J.  Howell  Evans,  who 
subsec|uently  gave  a  lantern  demonstration  on  the  subject. 
Mr.  Evans  considered  these  blood  effusions  Avere  due  to  a 
reactionary  h£emorrhao-e  from  a  small  arterv  Avhicli  had 
been  injured  in  the  moulding  of  the  infant's  head  during 
its  passage  through  the  birth-canal. 

plegia)  accompanied  ttose  of  general  paralysis  in  this  case.  If  the 
same  pathological  process  ever  were,  as  possibly  it  might  be,  limited  to 
the  Eolandic  areas,  the  resulting  clinical  features  wovdd  be,  not  those  of 
general  paralysis,  but  those  of  a  progressive  cerebral  spastic  dii^legia. 
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Fcfital  skulls  and  many  lantern  slides  of  the  skulls  of 
various  animals  were  shown  to  illustrate  Mr.  Evans's 
original  views.  The  author  advocated  the  surgical 
treatment  of  cephalhasmatoma  neonatorum,  and  drew 
attention  to  his  former  observations  on  this  subject."^ 
{Exhihited  Novemher  the  18th,   1904.) 

Discussion. 

The  Chairman  (Mr.  Robert  Jones)  (Liverpool)  congratu- 
lated Mr.  Evans  on  his  interesting  demonstration.  He  had  had 
very  little  personal  experience  of  cephalhaematoma  neonatorum, 
but  six  or  seven  years  ago  he  was  called  to  see  a  baby  suffering 
from  that  affection  and  it  was  decided  against  operative  inter- 
ference. In  the  course  of  time  the  tumour  quite  disappeared 
and  there  was  little  or  no  trace  of  thickening.  In  the  Out-Patient 
Department  of  the  Stanley  Hospital  he  remembered  seeing  a 
case  of  suppviratiug  scalp  resulting  from  an  attempt  to  drain  a 
cephalhaematoma.  The  child  was  for  a  considerable  time  in  a 
critical  state,  which  showed  how  important  it  was  that  if  the 
operation  were  performed  it  should  be  performed  with  the  utmost 
caution.  He  suggested  that  if  an  operation  were  to  be  per- 
formed it  would  be  almost  better  to  wait  and  see  what  Nature 
would  do  first  and  if  the  thickening  remained  that  might  be 
treated  by  exsection.  Newly-born  babies  were  not  very  desirable 
subjects  for  operative  interference. 

Dr.  C.  W.  Chapman  said  that  years  ago  when  he  was  seeing 
such  cases  the  condition  got  absolutely  well  after  being  left 
alone.  He  wordd  not  recommend  anything  to  be  done  in  the 
way  of  operation  were  such  cases  to  come  before  him  again. 

Mr.  Howell  Evans,  in  reply,  said  leaving  those  tumoiirs 
alone  was  the  advice  which  had  generally  been  given  and 
adhered  to,  but  he  could  not  find  throughout  the  whole  of  the 
writings  on  the  subject  any  person  who  had  viewed  the  condition 
in  the  hght  of  reactionary  haemorrhage.  If  it  was  right  to  treat 
surgically  a  reactionary  haemorrhage  in  the  leg,  why  not  operate 
for  a  similar  condition  on  the  delicate  skull  of  a  child  ?  By 
prosecuting  his  studies  further  he  believed  that  in  time  he  would 
be  able  to  prove  that  neai-ly  all  the  spastic  congenital  hemi- 
plegias of  which  neurologists  wrote  were  due  to  neo-natal 
traumatisms  associated  with  those  very  vessels  which  Avere 
passing  from  without  the  skull  to  its  interior. 

*  "  The  Eelation  of  Certain  Extra-  and  Intra-cranial  Hsemorrliages  in 
the  Newborn,"  the  *  Reports,'  vol.  iv,  pp.  100-104. 
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21.  THREE   CASES   OF   UNILATERAL   CONGENITAL 
DISLOCATION    OF   THE    HIP. 

By   DOUGLAS    DREW,   B.S. 

Mk.  Dkew  brought  the  cases  forward  with  the  idea  of 
ohtaiiiino-  expressions  of  opinion  as  to  the  treatment.  He 
thought  in  one  case  that  no  treatment,  either  operative  or 
uianipuhitive,  was  needed,  as  tlie  chikl  walked  extreme!}^ 
well  with  the  aid  of  a  slightly  raised  boot.  In  the  other 
case,  in  which  the  deformity  was  more  pronounced  and 
walking  more  difficult,  Mr.  Drew  thought  that  operative 
measures  would  be  needed,  and  expressed  the  opinion  that 
he  should  choose  the  open  operation  in  preference  to  the 
manipulative. 

{EAihited  Noi-emher  the  18th,   1904.) 

Discussion. 

Mr.  Laurie  McGavin  said  his  personal  experience  of  that 
operation  had  not  been  great,  but  he  had  seen  a  large  number  of 
eases  done  from  time  to  time ;  five  cases  which  were  operated 
upon  four  or  five  years  ago  came  to  his  recollection  which  had 
some  bearing  on  the  point  raised.  They  were  all  operations 
performed  by  recognised  heads  of  the  profession  in  Loudon, 
were  unilateral  cases,  and  done  l)y  tlie  open  operation  and  within 
three  weeks  of  each  other.  They  varied  very  much  in  the  degree 
of  displacement,  and  three  of  them  at  least  were  cases  which  cer- 
tainly were  not  very  markedly  affected ;  in  fact,  one  bov  when 
waiting  in  the  front  surgery  with  his  father  suddenly  became 
terrified,  ran  off,  and  was  only  with  difiiculty  caught.  Thev 
were  all  submitted  to  the  open  operation,  and  three  of  them  died 
as  the  direct  result,  one  from  shock  and  two  from  septic  sequelae. 
One  got  septicaemia  and  died  in  four  days,  and  one  was  pvsemic. 
Of  the  two  which  recovered,  one  relapsed  completely  to  its 
original  condition,  and  indeed  was  rather  Avorse  than  before,  and 
the  last  had  ankylosis  of  the  hip.  Whether  that  ankylosis  would 
be  of  benefit  in  after-life  remained  to  be  seen.  When  one  con- 
sidered the  possibility  of  such  disastroiis  results  accruing  from 
such  operations  on  youug  children  with  only  a  slight  defect  of 
locomotion,  it  seemed  a  somewhat  xmjustifiable  operation,  and 
unless  one  could  giiarantee  a  moderately  favoiu-aljle  termination 
one  should  be  careful  about  submitting  children  to  it.     It  was 
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very  difficiilt  to  keep  the  parts  clean  in  young  children,  and  septic 
consequences  were  very  apt  to  occur,  with  the  very  probable 
death  of  the  child.  The  chance  of  retaining  the  head  of  the 
bone  in  the  acetabulum  was  very  slight.  When  a  wire  or  screw 
had  been  put  through  bone,  and  the  fragments  were  put  into 
position,  there  was  a  tendency  (often  seen  in  the  tibia)  to  erosion 
of  the  hole  through  which  the  wire  was  passed,  resulting  in  the 
latter  becoming  loose  before  firm  callus  was  formed.  However 
unsatisfactory  Lorenz's  operation  had  been,  one  should  be  careful 
how  one  submitted  young  children  to  the  open  operation  when 
the  results  were  so  doubtful. 

The  Chairman  (Mr.  Robert  Jones)  (Liverpool)  said  the 
subject  of  the  treatment  of  congenital  hips  was  so  large  that  a 
general  discussion  of  it  could  not  be  entered  upon  then  and  there. 
He  had  seen  bad  results  after  manipulation  and  bad  results  after 
operation.  Catastrophes  had  been  related  by  the  best  surgeons 
Avho  operated  by  the  open  method,  and  fractures  of  the  neck  of 
the  femur  and  worse  troubles  sometimes  occurred  after  attempted 
reductions  by  manipulation.  He  thought  all  would  agree  that  if 
the  little  child  brought  forward  by  Mr.  Drew  walked  as  well  fifteen 
or  twenty  years  hence  as  he  did  now,  no  one  would  ever  think 
of  adopting  any  treatment  either  manipulative  or  operative.  Un- 
fortunately, however,  that  was  not  the  history  of  such  cases.  He 
constantly  saw  jiatients  with  very  limited  abduction,  Avith  pain 
in  the  joints,  who  came  for  relief  of  symptoms  when  between 
15  and  30  years  old ;  and  at  the  present  moment  he  had 
been  obliged  to  operate  upon  a  young  woman  aged  30  years  by 
removing  both  femoral  heads  because  of  the  degenerative  and 
inflammatory  changes  that  had  taken  place  in  consequence  of 
their  having  been  cougenitally  dislocated.  Surgeons  had  not 
lived  sufficiently  long  to  know  even  yet  what  Avould  be  the  after- 
results  in  cases  reduced  by  manipulation  by  the  Lorenz  method, 
nor  can  positive  final  residts  be  quoted  with  regard  to  the  open 
method.  It  shoiild  be  remembered  that  Professor  Hoffa,  who 
was  one  of  the  pioneers  and  did  yeoman  service  by  the  open 
method,  had  now  practically  discarded  it  in  the  case  of  children 
and  practised  largely  a  special  manipulative  process.  Lorenz 
himself,  after  operating  on  some  hxuidreds  of  cases,  had  also 
found  refuge  in  his  so-called  "  bloodless  "  method.  Why  was 
this  ?  Because  in  spite  of  every  care  the  results  were  not  suffi- 
ciently good  to  justify  the  risks.  This  was  an  extremely  im- 
portant fact  and  must  bear  consideralily  more  Aveight  than  the 
reports  of  isolated  operations  which  were  every  now  and  again 
published.  One  should  not  hurriedly  come  to  any  conclusions, 
but  rather  patiently  wait  until  sufficient  time  had  elapsed  for 
results  to  be  verified.  Personally  he  was  very  much  in  favour 
of  the  Lorenz  method.     He  had  performed  it  over  80  times,  and 
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at  the  Oxford  Meeting  of  the  British  Medical  Association  had 
shown  radiographs  exhibiting  results  in  35  cases.  He  had  had 
some  l)ad  results  where  stiff  joints  resulted  and  rotated  feet,  and 
some  cases  where  the  neck  of  the  femur  had  been  broken  ;  l)ut 
he  recognised  they  were  due  to  his  having  chosen  the  wrong  class 
of  case  for  the  operation,  to  his  not  having  thoroughly  mastered 
the  niceties  of  manipulation,  and  to  his  not  having  been  suffi- 
ciently energetic  in  the  matter  of  early  massage.  The  two  cases 
operated  upon  by  Lorenz  in  Liverpool  he  had  examined  qviite 
recently :  they  were  both  absolutely  all  right  and  exhibited  per- 
fectly free  movement.  In  a  third  case  (a  double  one)  antenor 
reposition  took  place  on  one  side  and  a  perfect  reduction  on  the 
other.  He  thought  that  often  a  personal  feeling  was  thrown 
into  this  controversy,  which  did  not  tend  either  to  careful  ob- 
servation or  to  accuracy  of  statement.  If  because  of  a  hopeless 
acetabukim  he  decided  to  operate  he  would  prefer  first  of  all 
reducing  the  hip  by  manipulation,  keeping  it  in  position  for  two 
or  three  weeks,  and  then  cutting  down  anteriorly  and  releasing 
any  fibrous  obstruction  that  prevented  accurate  adaptation. 
This,  he  thought,  would  be  better  than  harsh  manipulation  in 
presence  of  an  open  incision. 


22.  A     CASE    OF    OLD- STANDING     DISLOCATION    OF 
THE    HEAD    OF    THE    KADIIJS. 

By  DOUGLAS    DREW,   B.S. 

The  dislocation  was  forwards  and  was  reduced  by  opera- 
tion, but,  in  spite  of  the  greatest  care,  the  condition  recurred 
as  soon  as  movement  was  permitted.  Inasmucli  as  the 
function  of  the  arm  was  very  little  impaired  and  the 
deformity  was  trifling,  Mr.  Drew  advocated  no  further 
interference. 

{Exhibited  Kovcmher  the  ISth,  1904.) 

Discussion. 

The  Chairman  (Mr.  Robert  Jones)  (Liverpool)  said  the 
case  particularly  interested  him  because  he  had  seen  a  great 
number  of  cases  of  dislocations,  forward  of  the  radivis,  both 
ancient  and  modern,  and  he  could  confirm  what  Mr.  Drew 
said  as  to  the  difficulty  in  keeping  the  head  in  position.     The 
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best  way  to  reduce  the  deformity  was  to  supinate  the  arm,  piat 
pressure  on  the  head  of  the  radius,  aud  theu  fix  the  arm  in  the 
acutely  flexed  position  :  a  recurrence  might  even  then  sometimes 
result.  The  interesting  practical  point,  however,  was  that  if 
recurrence  did  take  place  it  made  very  little  difference  as 
regards  the  utility  of  the  arm.  In  nearly  all  cases  where  no 
complication  existed  the  range  of  movement  was  thoroughly 
good  whether  redaction  had  been  effected  or  not.  He  certainly 
felt  that  the  condition  was  not  worth  while  running  the  risk 
that  an  operation  entailed.  He  remembered  a  catastrophe  as 
far  as  movement  was  concerned  after  wiring  in  such  an  accident. 
It  is  interesting  to  note  that  in  some  old  cases  one  can  cjtiite 
easily  by  piitting  pressure  on  the  head  of  the  radius  reduce  the 
deformity  which  of  course  immediately  recurs. 


23.  A   CASE    OF   BELL'S   PALSY   WITH  HEMIPLEGIC 

ONSET. 

By  J.  PORTEE   PARKINSON,  M.D. 

This  boy,  aged  4  years,  was  put  to  bed  three  months  ago 
apparently  well,  and  slept  as  usual.  On  being  taken  out 
of  bed  in  the  morning  and  placed  on  the  floor  lie  screamed 
and  fell  down.  On  being  seen  by  a  doctor  lie  w^as  found 
to  be  paralysed  in  the  right  arm  and  leg  and  the  left  side 
of  the  face.  There  was  also  general  liyperasstliesia.  The 
paralysis  of  the  arm  and  leg  passed  aw^ay  in  a  week,  and 
he  was  brought  to  see  ine  a  fortnight  ago  for  the  paralysis 
of  the  face.  He  is  a  healthy-looking  boy,  with  no  evidence 
of  any  disease  beyond  the  paralysis  of  the  face,  which 
affects  both  the  upper  and  the  lower  parts  equally.  There 
is  no  afi^ection  of  any  other  cranial  nerve,  and  no  loss  of 
power  or  wasting  in  the  arms  or  legs,  but  the  right  knee- 
jerk  is  more  active  than  the  left.  There  is  no  ankle  clonus 
on  either  side  and  the  plantar  reflexes  are  flexor.  He 
walks  perfectly.  There  is  no  evidence  of  disease  of  the 
heart  or  any  other  organ. 

There  can  be  no  doubt  that  the  lesion  is  in  the  left  side 
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of  the  pons,  and  I  would  suggest  that  this  may  l^e  an 
example  of  encephalitis  inferior,  pathologically  similar  to 
anterior  poliomyelitis  in  which  the  stress  of  the  disease  has 
fallen  upon  the  facial  nucleus,  while  the  adjacent  pyramidal 
tract  was  affected  by  shock.  The  acute  onset  of  the  disease 
in  a  child  who  appeared  in  perfect  health,  without  sym- 
ptoms of  serious  and  extensive  disease  of  the  pons,  and  the 
preliminary  hypertesthesia  are  in  harmony  with  this  view, 
but  I  have  not  given  this  heading  to  the  case  as  I  hope  to 
hear  the  opinion  of  other  members  of  the  Society. 

{Exhibited  Novemher  the  18th,  1904.) 

Discussion. 

Dr.  Edmund  Cautley  said  he  thought  Dr.  Poi'ter  Parkinson's 
diagnosis  depended  mainly  on  the  history,  and  it  was  always 
difficult  to  accept  histories  of  that  nature,  especially  in  such  an 
unusual  type  of  case.  Personally  he  mistrusted  histories.  He 
thought  the  child  had  got  a  mild  attack  of  hemiplegia  on  the 
right  side,  and  that  during  the  course  of  it  he  developed  a 
typical  Bell's  paralysis.  If  there  were  a  lesion  higher  up  in 
the  nerve,  or  in  the  nucleus,  he  did  not  think  there  Avouid  be 
such  a  good  nutrition  of  the  face  as  could  be  seen  at  present. 

Dr.  Porter  Parkinson,  in  reply,  agreed  with  Dr.  Cautley  as 
to  the  danger  of  accepting  histories,  but  he  thought  there  was 
danger  in  accepting  the  view  that  the  symptoms  were  due  to 
haemorrhage.  For  instance,  the  paralysis  of  the  arm  and  leg 
passed  oif  in  a  Aveek  and  had  left  no  remains,  and  there  was  no 
increase  of  reflexes  on  that  side,  Avhicli  was  usually  the  case 
after  such  a  condition.  With  regard  to  the  position  of  the 
lesion  in  the  nucleus,  he  believed  it  to  be  there  because  the 
facial  paralysis  came  on  at  the  same  time  as  the  arm  and  leg 
paralysis.  He  had  examined  the  ear  and  other  places  in  which 
one  might  suspect  disease,  but  there  M^as  no  sign  of  any  such 
disease,  and  the  child  Avas  absolutely  healthy  except  for  the 
paralysis  on  the  left  side  of  the  face.  He  attributed  the  crossed 
hemiplegia  to  the  shock  of  the  lesion  in  the  facial  nerve.  It 
evidently  was  a  very  temporary  affair.  There  was  no  history 
of  any  illness  pointing  to  a  serious  lesion  in  the  pons. 
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24.  A  CASE  OF  ATAXY  OF  THE  CEREBELLAR  TYPE. 
By  J.  POETEE  PAEKINSON,  M.D. 

I  HAVE  made  use  of  the  above  heading  as  pointing  out 
the  most  prominent  symptom  present  and  not  as  suggesting 
that  the  main  disease  is  in  the  cerebellum.  This  appears 
to  me  to  be  a  case  of  degeneration  occurring  in  a  patient 
who  Avas  most  probably  affected  by  inherited  syphilis,  in 
whom  the  symptoms  point  especially  to  disease  in  the 
neighbourhood  of  the  corpora  quadrigemina.  I  saw  the 
girl,  whose  age  is  11  years,  at  the  North-Eastern  Hospital 
for  Children.  Her  recent  personal  history  was  good,  having 
only  suffered  from  Avhooping-cough  and  measles  when  under 
3  years  of  age.  She  is,  however,  subject  to  "  bilious  attacks." 
The  mother  has  three  other  children,  all  healthy,  and  has 
had  no  miscarriages.  The  father  and  mother  are  both 
living  and  in  good  health.  When  7  years  of  age  this  child 
was  noticed  to  totter  and  stagger  when  walking  and  this 
has  gradually  got  worse  up  to  the  present  time.  For  the 
last  three  or  four  months  the  sight  has  been  failing,  and  at 
times  she  was  unable  to  distinguish  objects  when  passing 
from  a  well-lighted  to  a  darker  room.  She  is  backward  at 
her  lessons  and  is  distinctly  mentally  dull,  and  rather 
lachrymose.     She  has  not  suffered  from  headaches. 

On  admission  into  the  hospital  she  was  proved  to  be 
healthy-looking  but  thin.  She  walks  with  a  very  ataxic 
gait,  the  feet  being  planted  wide  apart  and  coming  down 
on  the  heel  in  a  very  uncertain  fashion.  She  occasionally 
falls  if  unsupported,  biit  not  in  any  special  direction.  She 
can  stand  well  with  the  eyes  closed.  The  patella  reflexes 
are  increased,  but  there  is  no  ankle  clonus.  The  plantar 
reflexes  are  distinctly  extensor  in  type.  There  is  much 
inco-ordination  of  the  arms  and  hands  and  the  supinator 
and  triceps  reflexes  are  increased.  There  is  no  wasting  or 
rigidity  of  muscles  and  the  cutaneous  sensation  and  special 
senses   are  normal.     Mr.    Sydney   Stephenson    kindly    ex- 
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ainiued  the  eyes  and  fouiul  their  upward  and  lateral 
movements  to  be  distinctly  limited,  especially  the  former. 
Vision  is  impaired,  being  under  atropine  R.V.  Jj  ij  >  L.V. 
^  ij.  Jaeger  type  No.  14.  Ophthalmoscopically  the 
retinal  vessels  are  of  good  size  in  both  eyes  and  the  coats 
show  no  signs  of  degeneration.  The  fundus  of  both  eyes 
is  universally  mottled  with  indistinct  blackish  patches  of 
choroido-retinitis  such  as  is  not  infrequently  found  in  cases  of 
congenital  syphilis.  In  the  left  eye  the  disk  is  practically 
encircled  by  an  area  of  choroidal  change.  There  is  no 
optic  neuritis  or  atrophy. 

These  symptoms  seem  to  point  to  some  affection  in  the 
region  of  the  corpora  quadrigemina  which  will  explain  the 
ataxy,  the  oculomotor  paralysis,  and  the  increased  reflexes, 
but  besides  this  there  is  doubtless  a  more  diffuse  lesion 
producing  the  mental  symptoms. 

The  slow  onset  and  progressive  character  of  the  sym- 
ptoms points  to  degeneration,  Avhile  the  retinal  changes 
suggest  a  syphilitic  origin,  of  which,  however,  there  is  no 
other  evidence  either  direct  or  indirect.  She  is  at  present 
being  treated  by  mercury. 

This  case  differs  in  many  respects  from  congenital  cere- 
bellar ataxy,  notably  in  the  presence  of  oculomotor  para- 
lysis, and  most  nearly  resembles  a  case  described  by  Dr. 
Spiller,  of  Pennsylvania  in  1896  C^  Brain'). 

{EAiihited  Noveiiiher  the  IStli,  1904.) 

Discussion. 

Dr.  C.  O.  Hawthorne  a^Teed  with  the  suggestions  of  Dr. 
Parkinson.  With  regard  to  the  fundus  condition,  if  one  was 
justified  in  forming  a  eouclusion  from  a  single  obsei-vation,  he 
would  say  it  was  strongly  suggestive  of  hereditary  syphilis. 
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25.   A    CASE    OF    GEAVES'S    DISEASE    IN    A    BOY 
TWELVE    YEARS    OF    AGE. 

By   SYDNEY    STEPHENSON,   CM. 

Two  instances  of  Graves's  disease  in  children  have  been 
reported  to  the  Society  for  the  Study  of  Disease  in  Chiklren. 
The  first,  shown  in  1903  by  Mr.  Arnold  Lawson,^  occurred 
in  a  well-nourished  girl,  aged  12  years,  Avho  presented 
exophthalmos,  enlargement  of  the  thyroid — in  a  word,  to 
quote  the  author,  "  the  typical  characteristics  of  a  patient 
in  an  advanced  stage  of  Graves's  disease,  excepting  that 
she  has  never  lost  flesh  and  shows  no  trace  of  ana?mia." 
The  second  case  was  shown  at  the  Provincial  Meeting  at 
Bristol  in  1904t  by  Dr.  E.  Cecil  Williams.  The  patient,  a 
girl,  aged  12  years,  Avas  breathless  oi\  exertion,  there  was 
some  exophthalmos,  the  pulse  Avas  160  to  the  minute,  and 
slight  muscular  tremor  existed.  There  was  no  enlargement 
of  the  thyroid,  neither  was  Graefe's  sign  elicited. 

The  case  now  shown  makes,  then,  the  third  so  far 
brought  under  the  notice  of  the  Society. 

Arthur  L — ,  aged  12  years,  fell  under  my  notice  on  May 
the  16th,  1904,  on  account  of  the  condition  of  his  upper 
eyelids,  which  were  stated  to  have  become  swollen  about  a 
year  before  I  saw  him.  The  swelling  had  subsided,  but 
had  recurred.  There  was  a  history  of  a  former  attack  of 
the  same  nature,  affecting  both  eyes,  and  lasting  one  week. 
A  diagnosis  of  angio-neurotic  oedema  was  made.  Four 
months  later,  however,  the  clinical  picture  had  changed. 
The  upper  lids  were  still  slightly  puffy ;  but  the  thyroid 
was  then  found  to  be  moderately  enlarged;  the  pulse-rate 
w^as  1 20  to  the  minute ;  and  there  was  a  slight  degree  of 
exophthalmos.  The  visual  fl.eld  for  white  was  contracted. 
On  the  other  hand,  the  findings  were  negative  as  regards 
tremor,  sleeplessness,  von  Graefe's  sign,  and  Moebius's 
phenomenon. 

I  would  ask  members  whose  experience  of  these  cases  is 
*  'Reports/  vol.  iv  (1904),  p.  58. 
t  Ibid,  p.  316. 
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g-reater  than  my  own  whether  Grraves's  disease  in  children 
presents  any  peculiarities,  particularly  with  regard  to  ])rog- 
nosis  and  treatment.  The  cases  I  have  personally  seen  in 
■|)eo]ile  over  50  years  of  age  have  always  appeared  to  me  to 
l^e  of  an  atypical  kind.  It  is  possible  that  such  may  be  also 
the  case  at  the  other  end  of  the  age-scale. 

{Exhihited  November  the  18th,   1904.) 

Discussjon. 

Dr.  Q.  A.  Sutherland  said  he  supposed  comparatively  few 
saw  cases  at  the  age  of  the  present  child,  or  even  a  few  years 
later.  The  only  case  which  he  remembered  seeing  was  that  of  a 
girl,  aged  13  years,  who  suffered  from  severe  attacks  of  chorea 
and  from  s\'mptoms  of  Graves's  disease  afterwards.  He  had 
had  her  under  observation  seven  years,  and  the  symptoms  had 
gradually  subsided.  There  was  remaining  some  exophthalmos 
and  enlargement  of  the  thyroid,  bvit  apart  from  that  she  was 
cpiite  healthy,  and  indeed  was  a  very  stout  robust  girl. 


26.  INJURY  TO   THE   COENEA  FOLLOWINa  INSTRU- 
MENTAL  DELIVERY. 

By   SYDNEY    STEPHENSON,   CM. 

Paulina  H — ,  aged  12  years,  was  brought  to  me  at  the 
Evelina  Hospital,  on  November  the  1st,  1904,  on  account  of 
defective  sight.  R.V.  <  -^  ;  L.V.  -^^.  Atropine  was  pre- 
scribed, and  a  week  later  the  girl's  eyes  were  examined. 
The  right  cornea  was  then  found  to  present  two  faint,  grey, 
curvilinear  lines,  neither  exceeding  0*5  mm.  in  width, 
running  parallel  with  one  another  across  the  lower  half  of 
the  cornea.  The  appearance  of  these  curious  marks  was  so 
strongly  reminiscent  of  that  in  the  cases  described  by  Drs. 
Thomson  and  Buchanan  as  following  instrumental  delivery 
that  I  questioned  the  mother  with  regard  to  the  details  of 
the  patient's  birth.  I  then  ascertained  that  the  mother — a 
small  woman — was  35  years  of  age  when  her  first  child,  the 
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patient  Paulina,  was  l)orn.  The  labour  was  a  long  and 
difficult  one,  and  was  eventually  terminated  by  forceps 
applied  under  chloroform  by  the  two  medical  men  in 
attendance.  The  baby,  when  delivered,  was  "  as  black 
as  a  coal,"  and  was  indeed  believed  at  first  to  be  dead.  The 
right  eye  was  noticed  to  be  nearly  shut,  but  the  lids  slowly 
assumed  a  more  normal  appearance  under  the  influence  of 
a  domestic  remedy  in  common  use  amongst  the  lower  classes 
in  London,  namely,  a  tea-ieaf  poultice.  There  have  been 
three  living  children  and  two  miscarriages  since  Paulina 
was  born.  This  history,  together  Avith  the  peculiar  lines 
found  on  the  patient's  cornea,  left  no  doubt  in  xnj  mind  that 
I  was  dealing  with  an  instance  of  traumatic  keratitis. 

To  complete  the  record,  it  should  be  added  that  the  vision 
of  the  affected  eye  could  be  brought  to  -x%  with  the  following 
correction:  — 1'25  D.  spli.,  with  —  I'oO  D.  cyl.  axis  SC". 
Much  irregular  astigmatism  was  present. 

{E,rliihited  Novemher  the  lSt]i,  1904.) 

Discussion. 

Dr.  C.  W.  Chapman  asked  whether  any  albumin  was 
found  in  the  iirine,  liecause  there  was  a  moderate  accentuation 
of  the  second  aortic  sound  and  duplication  of  the  second  pul- 
monic sound.     The  heart  did  not  appear  to  lie  enlarged. 

Mr.  Sydney  Stephenson,  in  reply,  regretted  that  the  urine 
had  not  been  examined. 


27.    CASE   OF    PEOGEESSR^E   PALSY   OF   CEEEBEAL 

OEIGIN. 

By   HAEEY   CAMPBELL,   M.D. 

Boy,  aged  13  years.  Mother  has  had  five  children. 
During  the  pregnancies  of  three  of  them  there  was  uterine 
hEemorrhage.  All  these  three  were  born  prematurely,  and 
they  all  had  convulsions.  The  first  of  them  was  a  seven 
months'   child  and    died   at    6    months :    the    second — the 
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patient — was  an  eight  months'  chikl;  the  third,  also  an 
eig"ht  months'  child,  died  at  17  months,  and  seems  to  have 
been  hemiplegic.  The  patient  was  born  (delicate)  at  the 
eighth  month.  The  mother  had  uterine  haemorrhage  the 
whole  time  she  carried  him,  and  was  in  bed  with  haemor- 
rhage a  week  before  the  child's  birth.  He  was  bottle-fed, 
he  suffered  from  convulsions,  and  no  one  thought  he  would 
live  until  he  was  2  years  old.  He  suffered  every  two  to 
three  months  from  attacks  of  vomiting  and  stupor,  which 
lasted  for  some  hours.  He  began  to  walk  when  2  years, 
5  months  old.  His  head  closed  when  he  was  2  years,  4 
months  old.  Thenceforward  he  steadily  improved  in 
health,  and  at  the  age  of  7  was  a  strong,  fine-looking  boy. 
At  this  time  he  had  a  "  kind  of  fit,"  which  lasted  about  an 
hour.  He  lost  consciousness,  opened  his  mouth,  put  out 
his  tongue,  which  was  black,  and  rolled  his  eyes  about. 
The  mother  attributed  this  seizure  to  the  great  heat  which 
prevailed  at  the  time.  He  quite  got  over  this  attack,  but 
a  fortnight  afterwards  the  mother  noticed  that  the  boy, 
who  had  hitherto  walked  normally,  began  to  walk  on  the 
toes  of  his  left  foot.  For  weeks  she  thought  it  was  onl}^ 
a  habit,  and  was  constantly  telling  the  boy  "  to  put  his 
foot  down  and  not  walk  like  that."  Some  months  after 
this  he  was  taken  to  St.  Bartholomew's  Hospital,  where 
his  foot  was  put  up  in  plaster,  but  without  any  improve- 
ment. Two  years  later,  i.  e.  when  he  was  9  years  old,  he 
was  admitted  into  the  same  hospital,  under  Mr.  Walsham, 
who  cut  some  tendons  of  the  left  foot,  and  this  was  followed 
for  a  few  months  by  slight  improvement  in  walking  in 
the  left  foot.  Three  months  afterwards  the  mother  noticed 
that  the  left  hand  began  to  get  drawn  and  the  right  leg 
to  be  affected  like  the  left.  When  10  years  old,  i.  e.  one 
year  after  his  admission  into  St.  Bartholomew's,  he  again 
saw  Mr.  Walsham,  who  said  it  Avas  a  hopeless  case.  It 
was  now  noticed  that  the  muscles  of  the  face  were  begin- 
ning to  be  affected,  speech  becoming  difficult  and  indis- 
tinct, while  the  feet  got  so  bad  that  he  could  hardly  walk. 
When    11   years  old,  *.  e.  two  years  ago,  he  went  into  the 
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Orthopedic  Hospital,  Oxford  Street,  where  the  tendons  of 
both  feet  were  cut  in  three  or  four  separate  operations, 
but  without  any  benefit.  Soon  after  this  the  right  hand 
began  to  get  bad,  and  writing  became  difficult.      (He  went 

Fis.  10. 


to  school  at  the  age  of  5  years  and  made  good  progress.) 
The  mother  says  he  has  steadily  been  getting  worse  since 
the  beginning  of  the  paralysis,  and  that  about  every  three 
months  he  has  had  a  slight  "  faint,"  during  which  he  turns 
white  and  giddy  and  vomits,  but  never  quite  loses  con- 
sciousness. 
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Present  condition. — He  is  a  well-nourished,  health_y- 
looking  boy.      The  nails  ai'e  bitten. 

Face. — There  is  a  generalised  weakness  of  the  facial 
muscles,  especially  on  the  right  side.  He  finds  great 
difficulty  in  elevating  the   upper   lip,  which  permanently 

Fig.  11. 


• 


^ 


covers  the  front  upper  teeth.  The  weakness  of  the  muscles 
about  the  mouth  causes  an  indistinctness  of  utterance. 

There  is  no  paralysis  of  the  ocular  muscles,  the  muscles 
of  mastication,  the  soft  palate,  or  of  the  pharynx. 

Hands. — The  paralysis  seems  to  be  almost  entirely  con- 
fined to  the  extensor  longus  digitorum.      On  the  left  side 
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there  is  marked  secondary  contraction  of  the  large  flexors 
of  the  fingers,  especially  of  those  belonging  to  the  second, 
third,  and  fourth  fingers.  On  this  side  also  there  is  a 
tendency  to  athetosis. 

Feet. —  Both  feet,  but  especially  the  right,  are  fixed  in 
the  position  of  equinus.  The  paralysis  involves  chiefly 
the  extensors  of  the  toes,  the  right  hallux  apparently 
escaping. 

There  is  no  wasting.  The  electrical  reactions  are  normal  ; 
the  condition  of  the  tendon-jerks  and  skin-reflexes  calls 
for  no  comment. 

Diagnosis. — The  lesion  in  this  case  clearly  involves  the 
upper  motor  neurons,  and  the  occurrence  of  the  tits, 
especially  of  the  one  which  heralded  the  onset  of  the 
paralysis,  suggests  that  it  is  cortical.  But  for  the  pro- 
gressive nature  of  the  paralysis,  the  diagnosis  would  have 
been  double  hemiplegia  from  thrombosis.  As  it  is  the 
diagnosis  would  appear  to  rest  between  a  progressive 
symmetrical  thrombosis  in  the  vascular  areas  of  the  motor 
cortex,  or  a  progressive  degeneration  originating  in  the 
nerve-elements  of  the  region  in  question. 

{E-vhibited  November  the  18th,  1904.) 


28.  A  SPECIMEN  OF  TUBEECULOUS  ULCEEATION 
OF  THE  INTESTINE  AND  TUBERCULOSIS  OF 
THE    RIGHT    FALLOPIAN    TUBE. 

By    SYDNEY    CURL,   M.D. 

These  specimens  were  removed  from  a  girl,  aged  2j  years, 
who  died  of  general  miliary  tuberculosis,  and  exhibit  the 
following  conditions. 

Numerous  ulcers  are  seen  extending  at  irregular  intervals 
from  the  upper  part  of  the  ileum  to  the  cgecum.  They  are 
mostly  small  and  rounded  with  indurated  edges.  A  few 
are  transverse  in  direction  and  oval  in  shape,  and  m  the  fresh 
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s])eciineii    tul)t'rcles  Avere   plainly  seen  oil   the  peritoneum 
covering  tlio  ulcers.     No  ulceration  was  found  in  the  colon. 

The  right  Fallopian  tube  is  much  enlarged,  and  on  section 
a|)pears  caseous  throughout.  The  other  tube  is  normal  in 
appearance,  and  the  uterus  and  ovaries  are  also  healthy. 

Post-mortem,  in  addition  to  the  above  changes,  there  were 
also  found  tuberculous  meningitis  and  miliary  tuberculosis 
of  the  lungs,  tuberculous  peritonitis  with  many  adhesions, 
and  matting  together  of  intestines.  Both  the  bronchial  and 
mesenteric  glands  were  enlarged  and  caseous. 

The  chief  interest  in  the  case  a])pears  to  me  to  be  that  at 
no  time  whilst  the  patient  was  under  observation  in  hospital 
were  there  any  symptoms  of  intestinal  or  abdominal  disease 
such  as  one  would  expect  to  find  accompanying  so  marked 
changes  found  post-mortem. 

For  the  clinical  notes  of  the  case  my  thanks  are  due  to 
Dr.  iniThurm,  House-Physiciaii  at  the  North-Eastern  Chil- 
dren's Hospital,  and  to  Dr.  James  Taylor  I  am  indebted  for 
permission  to  publish  the  case. 

[Exhibited  Novemhtr  the  ISth,  1904.) 


29.   CASE    OF    DOUBLE    UNDESCENDED    TESTIS. 

By  a.   H.   TUBBY,   M.S. 

Herbert  U — ,  aged  8  years  7  months,  is  the  second  cliild 
of  a  family  of  four.  There  are  no  other  abnormalities  in  the 
family.  This  child  came  under  my  notice  at  Westminster 
Hospital  on  September  the  21st,  1904.  At  that  time  both 
testicles  were  in  the  inguinal  canals.  It  was  not  thought 
advisable  to  operate,  but  rather  to  Avait  to  see  if  any  descent 
took  place.  The  mother  Avas  told  to  attempt  by  gentle 
movements  to  push  the  testicles  doAvmvards.  So  far  this 
appears  to  have  been  successful  in  the  case  of  the  right 
testis.     The  left  testis  remains  in  the  same  position  as  when 
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first  seen^  but  the  right  is  now  outside  the  external  ring. 
In  the  upper  part  of  the  right  inguinal  canal  a  hernia  is 
appearing.  {Exhibited  Novemher  the  18th,  1904.) 


30.  ORaANIC  CAUSES  OF  SUDDEN  AND  UNEXPECTED 
DEATHS   IN   CHILDEEN. 

By  CHAELES  MACALISTEE,  M.D. 

Sudden  deaths  among  children,  although,  fortunately, 
of  comparatively  rare  occurrence,  are  relatively  large  in 
number  to  the  total  number  of  sudden  deaths  at  all  ages, 
but  the  conditions  which  occasion  them  are  frequently  of 
so  mysterious  a  nature  that  I  am  afraid  that  to  whatever 
facts  I  may  be  able  to  give  authoritative  expression,  it 
will  be  necessary  for  me  to  add  some  more  or  less  hypo- 
thetical explanations  to  account  for  them.  It  is  owing, 
no  doubt,  to  the  obscurity  of  their  nature  that  a  discussion 
has  been  invited  at  this  special  meeting,  and  one  hopes 
that  the  experiences  which  will  be  elicited  from  gentlemen 
representing  workers,  both  in  the  clinical  and  in  the  patho- 
logical departments  of  medicine,  will  greatly  help  to  con- 
solidate and  bring  to  a  focus  our  knowledge  of  the  subject. 

I  may  perhaps  be  permitted  at  the  very  outset  of  my 
remarks  to  digress  for  one  moment,  and  to  direct  attention 
to  the  fact  that  in  children  who  are  the  subjects  of  organic 
disease,  it  sometimes  happens,  strange  as  it  may  appear, 
that  death  may  be  simulated,  and  I  have  had  two  expe- 
riences illustrating  this  fact.  One  of  these  occurred  during 
a  period  of  residency  in  a  hospital,  when  a  night-sister 
came  and  reported  the  death  of  a  child,  and  asked  permis- 
sion to  have  the  body  removed  to  the  mortuary.  Fortu- 
nately, the  suddenness  of  the  supposed  death  so  surprised 
me  that  I  went  iramediatel}'  to  inspect  the  body,  and 
found  the  child  presenting  such  pallor,  with  cold  and  wet 
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brow,  eyes  partly  open,  yet  breathing  so  quietly,  and  the 
hearths  action  so  feeble  after  a  crisis,  that  the  mistake  did 
not  greatly  surprise  me.  But,  although  this  patient  re- 
covered, there  can  be  no  doubt  that  children  who  are 
improperly  nursed  and  nourished  in  the  course  of  severe 
acute  illnesses  sometimes  die  suddenly  after  the  crisis  has 
been  reached,  or  during  the  period  of  convalescence. 
They  go  out  with  the  tide,  owing  to  nervous  exhaustion 
or  to  some  des'enerative  chang-es  in  the  heart-muscle  which 
have  led  to  its  enfeeblement.  Faintness  and  giddiness  are 
ver}'  common  symptoms  in  children  who  have  been  the 
subjects  of  acute  diseases,  even  when  they  have  been  well 
cared  for,  and  it  is  very  noticeable  in  them  sometimes  that 
a  pulse,  which  remains  good  while  the  patient  is  still  and 
recumbent,  becomes  frequent  and  poor  on  even  slight 
exertion,  betokening  a  feeble  and  irritable  heart.  One 
could  well  understand  the  occurrence  of  a  fatal  S3'ncope 
if  such  a  case  were  not  carefully  tended  and  the  strength 
maintained. 

A  study  of  the  excellent  Reports  of  the  Registrar- 
General,  unfortunately,  is  quite  unable  to  help  us  to  eluci- 
date the  causes  of  the  sudden  deaths  under  consideration 
on  this  occasion,  because,  for  the  most  part,  they  have 
been  certified  as  cases  of  diseases  of  various  kinds,  and, 
where  inquests  have  been  held,  no  doubt  many  of  them 
have  been  registered  as  due  to  congested  lungs,  or  to 
whatever  obvious  condition  has  been  revealed  by  an  autopsy, 
or  by  clinical  examination  if  the  child  has  been  seen  shortly 
before  death. 

In  any  chapter  which  has  been  written  on  this  subject 
it  has  been  customar}'  to  classify  the  cases  as  being  ascrib- 
able  to  syncope  or  asphyxia,  to  pulmonary,  gastro-intes- 
tinal,  nervous,  and  other  rarer  causes ;  but,  while  recog- 
nising that  these  may  be  convenient  headings  under  which 
to  introduce  the  matter,  it  must  also  be  recognised  that 
sudden  deaths  among  children  are  not  infrequently  due  to 
certain  toxic  conditions,  which  it  would  be  difficult  to 
group  under  any  particular  system  because  they  tend  to 
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affect  several,  the  fatal  issue  sometimes  being  put  down 
to  gastro-intestinal,  at  others  to  pulmonary  or  nervous, 
disorders,  according  to  the  symptoms  which  had  prevailed 
beforehand. 

My  chief  reference  will  be  to  cases  of  this  class,  which 
have  been  familiar  to  me  during  a  considerable  number  of 
years  in  connection  with  some  institutions  devoted  to  the 
care  and  keeping  of  children  in  which  I  am  interested. 

In  studying  these  cases  one  of  the  gi-eat  difficulties  to 
be  contended  with  is  the  fact  that  the  deaths  may  take 
place  so  suddenly  and  so  unexpectedly,  with  such  trifling 
premonitions,  that  the  child  is  not  seen  by  a  medical  man 
at  all,  as  the  following  case  well  exemplifies. 

Last  December,  while  the  boys  of  one  of  our  Industrial 
Schools  were  having  an  entertainment,  which  had  been 
preceded  by  a  tea,  consisting  of  boiled  ham,  with  sponge 
cakes  and  bread  and  butter,  one  of  the  little  lads  was 
noticed  to  be  coughing  a  good  deal  in  a  w^ay  which  was 
described  as  being  rather  irritating  than  distressing.  He 
had  previously  been  quite  well,  and  it  was  the  fact  that 
his  cough  disturbed  the  entertainment  that  directed  atten- 
tion to  him.  The  governor  gave  him  some  sweets,  which 
he  sucked  without  relief,  and  at  last  he  very  cheerfully 
went  to  bed  and  took  an  apple  and  an  orange  with  him  to 
compensate  for  the  disappointment  of  losing  the  fun.  Half 
an  hour  later  the  under  matron  was  passing  through  the 
dormitory,  and  noticing  the  lad  in  bed  lying  very  still,  she 
went  up  to  him  and,  turning  his  head,  found  that  he  was 
dead.  Some  fluid  escaped  from  his  mouth.  Only  half  an 
hour  had  elapsed  since  this  boy  left  the  hall,  and  in  the 
meantime  he  had  undressed  and  tucked  himself  into  bed, 
the  apple  and  the  orange  which  he  had  taken  with  him 
being  found  under  his  pillow.  I,  unfortunately,  was  not 
notified  of  the  post-mortem  examination,  which  was  made 
l)y  my  house-physician  at  the  Royal  Southern  Hospital 
(by  order  of  the  coroner),  whither  the  body  was  taken, 
but  in  his  evidence  at  the  inquest  he  ascribed  the  death 
to  syncope.      There  was   evidence    of    bronchial  catarrh, 
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Ijut  tliere  was  nutliiiig  in  liis  larynx  or  windpipe.  The 
stomach  was  full,  and  he  suggested  that  the  death  had 
l)een  caused  by  a  violent  tit  of  coughing.  I  should  have 
felt  disposed  to  consider  that  this  death  had  resulted  from 
laryngeal  spasm  or  from  some  respiratory  obstruction 
causing  asphyxia,  but  for  the  circumstance  that  other 
somewhat  similar  cases  had  occurred  in  the  same  and  some 
other  schools — so  frequently,  indeed,  that  they  received 
the  appellation  of  "  rapidly  fatal  institutional  diseases  "  in 
a  Report  (subsequently  published  as  a  Blue  Book)  which 
was  furnished  to  the  Home  Office  concerning  them  about 
eight  years  ago  by  Dr.  Sidney  Coupland.  Little  light  was 
thrown  upon  them  at  that  time,  but  the  general  impres- 
sion was  that  they  were  pneumonic  in  character. 

At  the  same  institution  on  February  the  18th,  1895,  a 
boy  was  brought  into  the  sick-ward  who  had  complained 
of  headache  to  his  playmates  during*  the  day,  and  had 
also  been  sick.  Towards  evening,  with  some  suddenness, 
he  was  seized  with  violent  vomiting  and  had  some  diarrhoea. 
He  died  within  three  hours,  after  becoming  in  succession 
quite  powerless,  deeply  livid,  and  unconscious.  Thei-e 
were  crepitations  throughout  both  lungs,  and  the  immediate 
cause  of  death  was  asphyxia. 

At  the  post-mortem  examination,  which  was  held  on 
the  following  day,  beyond  some  pulmonary  engorgement, 
nothing  Avas  found  to  explain  his  death.  The  tempera- 
ture was  not  recorded. 

On  July  the  7th,  1897,  a  boy,  previously  strong  and 
healthy,  complained  of  headache  on  going  to  bed  at  8  p.m. 
At  10.30  p.m.  the  master  in  charge  of  the  dormitory  woke 
the  boys  to  empty  their  bladders,  theirs  being  a  dormitory 
devoted  to  boys  who  occasionally  wet  their  beds.  This 
lad  again  complained  of  headache,  which  was  evidently 
severe,  because  he  cried  about  it.  In  the  early  morning 
of  July  the  8th  he  complained  to  one  of  his  school-mates 
that  he  felt  very  weak  and  ill,  and  at  6.10  a.m.  the  ward 
monitor  called  the  ward  master,  stating  that  he  had  found 
him  kneeling  by  his  bedside,  trying  to  get  into  bed,  but 


7e  ORGANIC  CAUSES  OF  SUDDEN  AND 

so  weak  tliat  lie  could  not  get  on  to  his  legs,  and  had  not 
power  to  drag  himself  in  with  his  arms.  After  lifting 
him  into  bed,  he  was  seen  to  be  breathing  with  difficultY, 
he  became  unable  to  speak,  and  appeared  to  be  uncon- 
scious. It  was  observed  that  he  had  evacuated  his  bowels 
in  bed  during  the  night.  He  died  at  7.40  a.m.,  cessation 
of  the  respiration  anteceding  that  of  the  heart.  The  tem- 
perature before  death  w'as  101 '6°  F.  He  looked  exactly 
as  though  he  had  been  strangled  or  suffocated,  the  whole 
body  being  intensely  cyanosed  everywhere,  the  eyes  con- 
gested, and  the  veins  of  the  neck  turgid.  The  post-mortem 
examination  revealed  a  very  small  patch  of  pneumonic 
consolidation  in  one  of  the  lungs,  and  both  lungs  were 
much  congested,  a  dirty  brown  fluid  exuding  from  their 
cut  surfaces.  The  brain  and  other  organs  presented  no 
marked  abnormality.  On  November  the  11th,  1897,  four 
months  after  the  death  of  the  boy  which  I  have  just  re- 
corded, another  lad,  previously  perfectl}'  well,  complained 
of  sickness  on  going  to  bed.  He  was  thought  to  have  a 
bilious  attack,  and  some  simple  medicine  was  given  by  the 
matron.  He  w-as  sick  several  times  during  the  night  and 
had  a  little  diarrhcea,  but  towards  morning  he  was  thought 
to  be  sleeping  c[uiet]y,  and  the  matron  kept  his  breakfast 
warm  for  him.  Since,  however,  he  seemed  to  be  sleeping 
rather  too  long,  she  presently  Avent  to  rouse  him,  and  found 
that  he  was  dead.  I  was  hastily  summoned,  and  there  he 
lay  curled  up  on  his  side,  livid  and  apparently  suffocated, 
just  as  the  other  boy  had  been.  The  body  was  cold 
excepting  the  abdomen,  and  he  had  evidently  been  dead 
for  several  hours.  The  coroner  (Avith  a  perverseness  which 
is  detrimental  to  scientific  investigation,  and  especially  in 
a  case  like  this,  which  puzzled  us  and  alarmed  us  for  the 
health  of  the  whole  institution)  did  not  grant  a  post-mortem 
examination,  and  we  can  onlv  assert  on  clinical  grounds 
that  this  and  the  former  case  were  probably  of  the  same 
nature,  and  due  to  the  same  cause. 

I   might  multiph'  examples  of  this  sudden  and  terribly 
fatal  disease  by  quoting  other  cases  which  have  occurred 
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in  my  own  practice,  or  which  have  been  reported  to  me 
from  various  sources.  I  had  a  ver}^  similar  case  in  the 
School  for  the  Deaf  and  Dumb  in  1893,  and  many  have 
come  to  my  knowledge  as  having  occiirred  in  other  schools, 
whether  for  boys  or  for  girls. 

In  most  of  the  cases  it  has  not  been  possible  to  asso- 
ciate the  illness  of  these  children  with  any  obvious  cause. 
On  one  occasion  a  drain  in  the  school-yard  was  open  for 
the  repair  of  some  flaw,  but  the  others  were  unaccountable; 
nothing  could  be  found  in  the  sanitary  conditions  so  far  as 
drains  were  concerned,  and  the  food  was  not  apparently 
at  fault.  But  I  found  one  circumstance  Avhich  aroused  my 
suspicions  and  led  me  to  reconnnend  a  radical  alteration 
in  the  school  hygiene,  the  adoption  of  which  has  apparently 
been  followed  by  beneficial  results,  not  only  with  respect 
to  sudden  deaths,  but  also  in  the  general  health  of  the 
institution.      I  refer  to  the  methods  of  bathing  the  children. 

There  were  two  hundred  boys  in  the  school  in  which  the 
fatal  cases  which  I  have  recited  occurred,  and  once  a  week 
they  got  a  bath,  all  being  bathed  on  the  same  day  in  a 
plunge  bath,  containing  about  three  thousand  gallons  of 
water  which  was  heated  to  90°  F.  by  means  of  steam.  The 
boys  were  bathed  in  batches,  those  suffering  from  skin  or 
ear  troubles  constituting  the  last  batch. 

Imagine,  gentlemen,  the  state  of  that  Avater  after  being 
used  by  even  a  fourth  of  the  total  number  of  lads — the 
horribly  poisonous  organic  matter  which  it  would  contain, 
not  to  speak  of  the  micro-organisms.  Drs.  Ernest  Grlynn 
and  J.  C.  MattheAvs,  in  an  investigation  Avhich  they  made 
('^  On  Bacteria  in  Public  Swimming  Baths  ^'"^j,  estimated 
that  each  bather  shed  about  six  thousand  million  bacteria, 
and  that  the  number  of  organisms  in  this  bath  of  3000 
gallons  Avould  rise  to  ninety  thousand  per  c.c. 

The    bathing   arrangements    Avere    immediately   altered 

and  the  boys  are  now  bathed  on  three  days  a  Aveek,  every 

lad  being  Avashed  Avith  soap  and  Avater  before  entering  the 

plunge ;  and  it  is  very  suggestiA^e  that  Avhereas  the  death 

*  Thompson,  Yates,  and  Johnson,  '  Laboratory  Eeports,'  1903. 
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rate  in  the  school  had  diu'ing  the  previous  five  years 
averaged  2'8  per  cent,  and  only  one  year  had  passed  with- 
out some  deaths,  which  were  mostly  put  clown  to  pneu- 
monia, no  deaths  occurred  for  four  years  and  none  from 
diseases  of  the  rapidly  fatal  type,  until  the  one  which  I 
quoted  as  having  occurred  a  year  ago,  the  cause  of  which 
was  never  ascertained. 

I  suspect  very  strongly  that  the  toxin  Avhich  causes 
these  sudden  deaths  poisons  the  respiratory  centre,  and 
that  the  effects  upon  the  lungs,  which  are  noted  sometimes 
as  being  simply  engorged  and  oedematous,  at  others  as 
presenting  perhaps  a  small  pneumonic  patch,  are  not  neces- 
sarily primary  causes  of  death  at  all. 

I  would  like  to  pursue  this  subject  by  referring  to  some 
cases  of  toxaemia  resulting  from  sewer-gas  poisoning  in 
schools,  but  since  none  of  them  were  fatal,  I  fear  that  I 
must  refrain  from  enlarging  upon  an  interesting  matter 
and  proceed  with  the  material  for  this  discussion.  One  of 
the  most  distressing  types  of  sudden  death  is  that  which 
occurs  in  infants  having  all  the  appearance  of  robust 
health,  and  although  a  rare  event,  not  a  few  cases  have 
been  recorded.  In  1894  Dr.  Harris"^  of  Birkenhead  spoke 
at  the  Medical  Institution  in  Liverpool,  concerning  the 
appalling  suddenness  of  the  death  of  a  health}^  child  aged 
5  months,  a  well  cared  for,  well-nursed,  closely  looked 
after  baby  which  had  had  no  previous  ailments.  On  the 
day  of  its  death  he  had  been  sent  for  because  the  child 
had  had  a  ci'ying  night  and  seemed  in  pain.  Its  tempera- 
ture, pulse,  and  respirations  Avere  normal ;  the  lungs,  heart, 
and  other  viscera  right ;  the  abdomen  slightly  tender  to 
touch,  but  without  tumefaction;  urine  said  to  be  scanty. 
Dr.  Harris  diagnosed  intestinal  irritation,  and  ordered  a 
dose  of  castor-oil  at  once,  and  five  drops  of  sweet  spirits 
of  nitre  occasionally  during  the  day.  The  bowels  were 
copiously  moved,  and  in  the  afternoon  the  child  was  re- 
ported as  about  himself  again.  At  five  minutes  to  six  in 
t lie  evening  it  Avas  started  with  a  bottle  by  its  mother,  and 
*  '  Liveii^ool  Medico-Chiriirgical  Joiirual/  1894. 
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left  taking- it  on  the  liead  niir.se's  knee  qnite  as  usual.  At 
two  minutes  to  six  the  nurse  noticed  a  change,  signalled 
for  the  mother,  who,  coming  up  at  once,  saw  that  it  was 
death. 

There  was  no  choking,  cough,  or  struggle,  and  the  face 
was  quite  pale.  The  post  mortem  revealed  nothing  wrong 
with  the  viscera.  The  brain  was  not  examined.  Dr. 
Harris  said  death  was  from  the  heart,  there  Avas  not  a 
trace  of  asphyxia  in  it,  and  he  asks  the  question,  "  Why 
should  a  healthy  heart  stop  without  a  moment's  warning?^' 
I  think  the  only  rational  explanation  of  a  case  such  as 
this  is  the  one  advanced  by  Dr.  Buzzard  about  twenty- 
three  years  ago,  when,  in  speaking  of  a  rare  case  of  infan- 
tile paralysis,  in  which  the  face  on  one  side  was  implicated, 
he  suggested  that  this  affection  of  the  facial  muscles  was 
uncommon,  because  if  the  nucleus  of  the  seventh  was  in- 
volved, that  of  the  vagus  would  probabl}'  be  also  affected, 
and  sudden  death  result.  One  cannot  here  enter  upon  a 
dissertation  concerning  infantile  paralysis,  but  the  feeling- 
is  growing  that  it  results  from  a  toxin  the  nature  and 
source  of  which  are  not  at  present  understood.  The  fact 
that  instances  have  been  recorded  Avhere  two  children  in  a 
family  have  been  simultaneously  affected  is  suggestive,  and 
it  seems  probable  that  we  shall  have  to  look  for  some  flaw 
in  nursery  hygiene  to  explain  this  curious  and  selective 
poison. 

These,  gentlemen,  are  examples  of  what  I  mean  by 
rapidly  fatal  diseases  resulting  directly  from  toxic  influ- 
ences, and  no  doubt  there  are  many  others  which  might 
be  classed  under  this  heading-,  although  they  are  more 
evidently'  associated  with  infective  processes,  if  not  with 
organic  changes  in  the  "^-iscera.  We  must  not  forget  in 
this  relation  the  rapidly  fatal  cases  of  scarlatina,  where 
the  patient  dies  overwhelmed  with  the  poison,  and  that 
occasionally  the  same  event  occurs  in  measles,  quite  apart 
from  tlie  results  of  pulmonary"  involvement.  I  remember 
seeing  such  a  case  in  an  adult,  a  lady  who  caught  the  in- 
fection from   her  infant.      She  had  onlv  felt  reallv  ill  for 
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about  twenty-four  hours,  althougli  slie  must  have  been 
suffering  for  a  few  days,  because  she  was  covered  with 
rash.  On  my  arrival  at  the  house,  she  was  just  dying 
(having  become  suddenly  worse)  from  hyperpyrexia,  the 
temperature  in  the  axilla  being  over  109°  F. 

In  these  septic  fevers  sudden  death  occasionally  results 
from  haemorrhage  from  the  stomach,  which  comes  from 
small  pin-point  or  pore-like  ulcers  in  the  mucosa  which 
can  be  seen,  if  formalin  be  injected  into  the  stomach 
immediately  after  death  has  taken  place  so  as  to  prevent 
post-mortem  digestion.  These  ulcers  appear  to  be  embolic, 
and  are  usually  derived  from  some  local  septic  focus.  I 
have  seen  one  example  in  a  case  of  measles,  complicated 
by  septic  epiphysitis  with  involvement  of  the  knee-joint 
where  this  profuse  and  unexpected  hfemorrhage  from  the 
stomach  took  place,  and,  being  uncontrollable,  was  the 
cause  of  death. 

There  is  another  ha3morrhagic  condition  which  is  worthy 
of  note  here,  because  it  is  quite  distinctly  a  cause  of  sudden 
and  unexpected  death  in  infants  and  children ;  I  refer  to 
those  somewhat  rare  cases  where  after  an  illness  of  only  a 
few  hours,  generally  characterised  by  diarrhoea  and  vomit- 
ing, followed  by  marked  lividity  and  collapse,  and  often 
by  the  appearance  of  petechite,  or  bruise-like  markings  in 
the  skin,  the  child  dies  and  the  post-mortem  examination 
reveals  haemorrhages  into  the  suprarenal  bodies ;  I  have 
seen  an  instance  of  this  disease,  and  several  have  been 
reported.*  Perfectly  healthy  and  robust  children  are  apt 
to  be  attacked  and  die  in  the  most  unexpected  way.  The 
histories  of  their  cases  remind  one  of  the  toxic  diseases 
which  were  related  at  the  commencement  of  this  paper, 
and  no  doubt  they  result  from  poisons  of  a  similar  type ; 
indeed,  I  omitted  to  mention  in  connection  with  the  second 
case  which  I  quoted  that  almost  immediately  after  the 
child  died  another  lad  had  a  feverish  attack,  accompanied 

*  E.g.  "  Some  Cases  of  Hajmorrhage  into  the  Skin  and  Suprarenal 
Capsules,"  by  Percy  S.  Blaker,  M.E.C.S.,  and  Bernard  E.  G.  Pasley, 
M.E.C.S.,  'British  Medical  Journal,'  1901. 
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by  headache  and  vomiting,  and  quickly  followed  by 
purpura  and  thrombosis  in  the  veins  of  both  legs,  wliicli 
rendered  him  ill  for  a  prolonged  period. 

I  am  disposed  to  believe  that  some  volatile  sewer  ])ro- 
duct  which  gravely  poisons  the  blood  may  sometimes  cause 
these  types  of  disease,  or  some  poisons  of  similar  character 
derived  from  other  organic  sources. 

Before  leaving  the  subject  of  the  toxic  and  septic  diseases 
which  are  associated  with  hfemorrhage,  I  must  mention  one 
other  case  where,  in  a  little  boy  convalescent  from  scai'la- 
tina,  so  well  that  he  was  able  to  sit  up  and  play  with  his 
toys,  life  was  speedily  ended  by  bleeding  which  took  place 
from  a  small  sinus  in  the  neck,  which  had  resulted  from  a 
superficial  incision  into  a  periglandular  abscess.  Colli- 
quative necrosis  had  taken  place  unsuspectedly  into  the 
carotid  artery,  and  a  tremendous  haemorrhage  resulted 
which  rendered  him  unconscious,  and  he  subsequently 
died  in  consequence."^ 

Besides  the  sudden  deaths  which  take  place  in  scarlet 
fever  and  measles,  I  must  simply  mention  in  passing  that 
similar  events  have  taken  place  in  typhoid  fever  in  children, 
especially  where  the  disease  has  been  overlooked  or  mis- 
taken for  simple  diarrhoea,  or  for  some  unimportant  febrile 
disturbance.  Dr.  J.  Pearson  Irvine,  in  a  paper  which  he 
published  in  the  ^Lancet'  of  November,  1877,  records  a 
number  of  cases  of  sudden  death  in  young  children,  most 
of  whom  were  brought  in  dead  to  Charing  Cross  Hospital, 
and  among  them  were  instances  in  which  the  pathological 
appearances  indicated  that  the  children  had  been  suifering 
from  enteric  fever.  Another  point  Avliich  should  always 
be  inquired  into  when  sudden  dissolution  takes  place  is 
the  possibility  of  an  antecedent  sore  throat  or  other  indi- 
cation of  diphtheria.  I  well  remember  a  boy  friend  of  my 
own  dying  suddenly  after  making  some  effort  when  he  was 
recovering  from  what  was  taken  to  be  a  trivial  illness, 
Avhich  proved  to  have  been  a  diphtheria  which  had  occa- 
sioned a  degeneration  and  dilatation  of  his  heart-muscle. 

*  Eecordecl  in  '  Pendlebiiiy  Abstracts,'  1885. 
VOL.  V.  6 
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Anotliei"  striking  case  of  the  same  description  is  recorded 
by  Dr.  George  Carpenter,  in  Vol.  TV  of  the  '  Reports  of 
the  Society  for  the  Stud}"  of  Disease  in  Children/  pp.  127 
— 131,  where  a  girl,  aged  7  years,  died  suddenly  from  an 
uncomplicated  myocarditis  which  probably  resulted  from 
an  undetected  diphthei'ia. 

Fulminating  smallpox  will  rapidly  kill  children  as  it 
does  adults.  A  boy  was  brought  into  the  Stanley  Hospital 
many  years  ago,  when  I  was  physician  there,  in  a  condi- 
tion of  severe  illness,  the  nature  of  which  was  not  cpiite 
apparent  in  the  out-patient  room,  but  he  was  sent  up  to 
a  small  ward  for  observation.  The  nurse  who  was  attend- 
ing to  him  left  the  room  for  a  moment,  and  on  her  return 
was  amazed  to  find  that  he  had  died  quite  suddenly.  The 
house-physician,  who  alone  had  seen  him,  then  discovered 
that  there  was  a  rash  on  the  lower  part  of  the  abdomen, 
and  he  expressed  the  opinion  that  the  case  might  be  one 
of  malignant  scarlatina.  No  doubt  it  Avas  an  example  of 
the  early  roseola  distributed  over  the  lower  abdominal 
inguinal  regions  which  is  seen  in  some  cases  of  severe 
smallpox,  for  thirteen  days  afterwards  the  nurse  who  had 
attended  him  and  several  others  went  doAvn  with  that 
disease. 

Varicella  is  another  disease  which,  although  so  unim- 
portant in  general,  has  its  serious  aspects.  Varicella  gan- 
grenosa is  a  very  rare  condition  associated  with  necrosis 
of  considerable  cutaneous  areas.  I  have  seen  three  cases 
of  it,  one  under  the  care  of  Dr.  Ashby,  when  I  was  house- 
physician  at  the  Children's  Hospital  in  Pendlebury,  and 
the  two  others  in  the  out-patient  room  of  the  Liverpool 
Royal  Southern  Hospital ;  each  of  these  children  died 
quite  suddenly  of  cardiac  failure,  the  result  probabl}^  of 
exhaustion.  It  seems  only  liable  to  occur  in  weakly  chil- 
dren or  in  those  who  are  already  the  subjects  of  tuber- 
culosis. 

I  am  afraid,  gentlemen,  that  in  permitting  me  to  open 
this  discussion,  in  the  section  which  refers  to  organic 
diseases,  you  have  aiforded  me   so   Avide   a  scope  that    it 
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Avould  weary  you  were  I  to  deal  with  the  subjects  in  a 
very  exhaustive  way.  I  have  spoken  of  the  toxic  and 
septic  diseases  at  some  length  because  a  series  of  them 
have  come  my  way,  and  collective  information  is  sometimes 
useful,  and  I  shall  leave  others  to  relate  their  experiences 
regarding  sudden  deaths  connected  with  the  circulatory, 
respiratory,  and  the  systemic  organs,  but  in  speaking  of 
sudden  deaths  in  children  who  are  the  subjects  of  diseases 
presenting  well-marked  structural  changes  in  the  organs,  I 
shall  be  as  brief  as  possible. 

Heart-disease  in  children  has  not  often  in  my  experience 
tended  to  cause  sudden  death.  Isolated  cases  have  occurred, 
and  they  have  generally  been  in  cases  of  mitral  disease. 
I  cannot  say  that  in  any  of  the  cases  the  death  has  been 
unexpected,  because  almost  invariably  the  children  have 
been  bedridden  and  actually  suffering  from  the  results  of 
the  disease.  There  is  one  case,  however,  always  in  my 
memory  which  has  impressed  me  Avith  the  necessity  for 
careful!}^  watching  cardiac  cases  to  which  digitalis  is  being 
administered.  It  was  a  little  girl,  aged  about  8  years, 
suffering  from  mitral  disease,  who  had  been  under  treat- 
ment for  some  time,  and  she  had  improved  greatly.  I 
visited  her  late  one  night  when  making  my  rounds  as  a 
house-physician,  and  while  speaking  to  her,  she  suddenly 
cried  out  that  she  was  dying,  stood  up  in  her  cot,  and  fell 
down  dead.  At  the  post-mortem  examination  neither  ante- 
mortem  clotting  nor  eml^olism  was  discovered,  but  the 
ventricle  Avas  firmly  contracted,  and  I  believe  that  digitalis, 
which  she  had  been  taking  for  some  time,  was  probably 
responsible  for  it.  I  have  no  notes  of  this  case  and  am 
speaking  from  memory  concerning  it,  but  the  tragic 
circumstances  connected  with  her  death  impressed  me  in 
a  way  which  renders  my  recollection  of  the  facts  very 
vivid.  It  is  surprising  that  the  myocarditis  which  is 
present  to  a  greater  or  lesser  degree  in  some  cases  of 
acute  rheumatism  does  not  cause  sudden  death  in  children. 
The  heart  affection  hardly  ever  produces  symptoms  during 
the  course  of  the  fever,  but  I  recently  had  one  boy,  aged 
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12  years,  under  in_7  care,  whose  condition  gave  me  great 
anxiety  on  account  of  the  irregularity  and  enfeeblement 
of  his  heart's  action,  with  corresponding  weakness  of  the 
pulse,  and  impoverishment  of  the  first  sound.  He  was 
exceedingly  breathless  on  the  smallest  exertion  and  tended 
to  faint,  so  that  he  had  to  be  kept  carefully  recumbent. 
I  had  no  doubt  that  a  serious  myocarditis  complicated  an 
endocarditis  which  was  manifestly  present,  but  he  recovered 
at  last,  so  far  as  his  immediate  condition  was  concerned, 
permanent  valvular  disease  resulting  from  the  endocarditis. 
My  impression  is  that  myocarditis  is  a  very  dangerous 
condition  and  one  which  if  extensive  would  be  very  liable 
to  cause  sudden  death  ;  but  as  I  have  said,  it  must  be  a 
rare  cause,  so  far  as  its  connection  with  acute  rheumatism 
is  concerned.  In  infants  congenital  heart  disease  is  a  dis- 
tinct cause  of  sudden  death,  if  not  shortly  after  birth, 
within  a  few  months,  the  symptoms  preceding  the  death 
often  being  of  a  convulsive  nature.  In  older  children 
death  is  not  usually  sudden,  and  in  consequence  it  is  fairly 
common  for  it  to  take  place  in  the  hospital  wards. 

Regarding  diseases  of  the  respiratory  organs,  I  do  not 
propose  to  dwell  upon  the  subject  of  laryngismus  stridulus, 
which,  being  a  spasmodic  affection,  may  fairly  be  dealt 
with  in  connection  with  functional  disorders  causing  sudden 
death.  There  are  just  three  conditions  to  bear  prominentl}^ 
in  mind  with  reference  to  this  system,  viz.  pulmonary  col- 
lapse, pulmonary  inflammation,  and  pleurisy.  Collapse  of 
the  lung  is  a  subject  of  considerable  importance  in  con- 
nection with  the  so-called  death  from  overlying,  and  there 
is  little  doubt  that  some  cases  which  have  been  ascribed 
to  carelessness  and  drunkenness  have  been  due  to  acute 
congestive  conditions  with  catarrhal  secretion  and  collapse. 
Brouardel,  in  his  excellent  book  on  "  Death  and  Sudden 
Death,^'  directs  attention  to  this  point  and  to  the  necessity 
for  carefully  distinguishing  these  cases  lest  a  mistake 
should  give  rise  to  the  assumption  that  criminal  neglect 
or  intent  had  to  do  with  the  case.  Infants  in  a  moribund 
condition  are   not   infrequently  brought   to   the   hospitals. 
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livid  and  u-as])iny-  from  this  cause,  after  illnesses  of  only  a 
few  liours'  duration.  In  "wasting  and  exhausting  diseases 
this  same  cause  of  sudden  death  in  infants  is  of  course 
connnon  enough,  but  is  not  one  of  the  unexpected  events 
in  these  cases.  In  pleurisy  the  pain  may  be  sufficient  to 
cause  collapse  and  death,  but  if  an  effusion  takes  place 
rapidly  in  a  case  of  acute  pleurisy  the  respiratory  distress 
becomes  intense,  practically  from  the  collapse  of  the  lung. 
I  recollect  seeing  a  child  whic%  was  dying  after  only  a  few 
hours'  illness  from  a  pleurisy  complicating  post-scarlatinal 
nephritis.  On  withdrawing  a  small  effusion  which  had 
taken  place,  the  relief  was  immediate  and  permanent. 

Kegarding  pneumonia  as  a  cause  of  sudden  death, 
excepting  in  the  catarrhal  types,  it  is  not  usual  even  in 
young  children,  but  it  certainly  occurs  and  may  prove 
rapidly  fatal. 

I  shall  not  take  up  time  by  dwelling  upon  the  nervous, 
alimentary,  urinary,  and  cutaneous  conditions,  nor  yet  the 
syphilitic  disorders  which  occasion  sudden  death ;  they  are 
mostly  well  known  and  I  mention  them  only  in  case  they 
may  bring  to  mind  among  those  present  cases  which  may 
be  recorded  in   connection  with  the  subject  iA  hand. 

{Read  Becemher  the  l&h,  1004.) 


31.  FUNCTIONAL  CAUSES  OF  SUDDEN  AND 
UNEXPECTED  DEATH  IN  CHILDREN. 

By  J.  POSTER  PARKINSON,  M.D. 

AVhen  1  was  hrst  asked  to  open  a  discussion  on  the 
functional  causes  of  death  in  children,  I  accepted  with  nuich 
misgiving,  and  with  a  deep  sense  of  my  own  ignorance; 
and  of  the  difficulties  of  the  subject.  The  border-line 
between  Avhat  is  known  as  organic  disease  and  functional 
disease  is  marked  purely  by  the  limits  of  our  own  knowledge, 
and  is  constantly  changing  as  that  knowledge  progresses. 
For  example,  less  than  twenty  years  ago  tetanus  was  con- 
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sidered  to  be  a  functional  disease^  and  it  is  only  quite 
•recently  that  the  bacteriology  of  chorea  has  been  dis- 
,  covered.  There  can  be  no  doubt  that  all  nervous  phenomena 
are  the  results  of  organic  changes  in  the  nervous  system, 
and  that  therefore,  strictly  speaking,  functional  causes  of 
death  are  non-existent.  Still,  the  term  is  a  convenient  one 
to  include  those  causes  in  which  a  primary  structural 
change  in  any  of  the  nerve  elements  is  as  yet  undiscovered. 

Marasmus. — In  these  cases  sudden  death  is  of  very 
common  occurrence.  There  may  be  no  evidence  during 
the  day  or  two  preceding  death  that  the  child  is  in  any 
Avay  different  to  what  it  has  been  for  a  considerable  time. 
The  death  often  occurs  during  the  night,  and  no  exciting 
cause  can  be  found.  The  temperature  has,  however, 
frequently  been  subnormal  for  some  days  beforehand,  and 
this  may  have  something  to  do  with  the  cause  of  death. 
Death  occurs,  as  a  rule,  from  heart  failure,  and  sometimes 
atelectasis  is  found  at  the  necropsy ;  in  other  cases  up  to 
now  nothing  abnormal  has  been  discovered. 

Convulsions. — The  cause  of  death  in  convulsions  is  usually 
asphyxia  from  spasm  of  the  respiratory  muscles  and  larynx, 
and  the  post-mortem  appearances  consist  of  engorgement 
of  the  lungs  with  dark  fluid  blood,  and  a  similar  engorge- 
ment of  the  veins  on  the  surface  and  in  the  interior  of  the 
brain,  together  Avith  punctiform  or  larger  ha?mon'hages,  and 
with  an  excess  of  cerebro-spinal  fluid,  both  within  the 
ventricles  and  on  the  surface  of  the  brain.  The  right  side 
of  the  heart  and  the  pulmonary  arteries  are  also  engorged 
Avitli  blood.  The  tongue  is  frequently  held  between  the 
clenched  teeth,  or  shows  signs  of  having  been  bitten. 
There  are  usually  signs  of  rickets  present  in  the  ends  of 
the  ribs  and  bones  generally. 

In  exceptional  cases  the  child  may  die  in  convulsions 
before  asphyxia  has  taken  place,  no  doubt  through  the 
nervous  system,  the  preliminary  nervous  discharge  having 
led  to  disturbance  of  the  vital  centres  in  the  medulla.  In 
these  cases  the  post-mortem  appearances  resemble  those  of 
syncope. 
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The  difficulty  of  assigning  the  true  cause  of  death  in 
asphyxia  will  be  alluded  to  again  in  speaking  of  overlying. 

Laryngismus  stridulus  is  a  rare  cause  of  death  and  shows 
but  few  post-mortem  appearances  beyond  those  of  asphyxia. 
Fortunately,  as  a  rule  there  is  a  history  of  previous  attacks 
of  spasm  of  the  glottis.  There  is  an  absence  of  any  morbid 
appearances  on  the  larynx,  such  as  inflammation  or  mem- 
brane, and  no  foreign  body  is  to  be  found  in  the  air-passages. 

Enlargement  of  the  mediastinal  glands  must  be  looked 
for,  as  occasionally  sudden  death  from  spasm  of  the  glottis 
occurs  in  these  cases  from  interference  with  the  vagus 
nerve.  Some  years  ago  I  published  the  reports  of  two 
cases  in  which  this  condition  was  found  at  the  necropsy. 
The  left  vagus  was  found  displaced  and  flattened  out  by 
the  pressure  of  enlarged  tuberculous  glands  in  the  posterior 
mediastinum."^ 

Some  time  ago  I  was  asked  to  assist  at  the  post-mortem 
examination  on  a  child,  aged  18  months,  which  had  probably 
died  from  this  cause,  the  doctor  under  whose  care  the  child 
had  been  being  doubtful  as  to  the  cause  of  death.  There 
were  marked  signs  of  rickets  in  the  bones,  the  other  ap- 
pearances being  those  due  to  death  from  asphyxia. 

Overlying  is  a  common  cause  of  death  from  asphyxia  in 
children,  it  having  been  estimated  that  at  least  a  thousand 
children  die  every  year  from  this  cause  in  the  city  of 
London  alone.  The  usual  signs  of  asphyxia  are  found,  but 
in  addition  to  engorgement  of  the  lungs  with  blood,  they 
are  sodden  and  oedematous,  a  large  amount  of  frothy  fluid 
being  easily  squeezed  out  of  them. 

These  appearances  resemble  almost  exactly  those  cases  of 
the  acute  congestive  form  of  pneumonia  in  which  death  has 
occurred  during  the  first  day  or  two,  for  no  consolidation  is 
present  and  the  lung  can,  as  a  rule,  be  completely  inflated. 
The  microscope  alone  can  decide  the  question,  as  signs  of 
inflammation  of  the  air-vesicles  can  be  discovered  as  early 
as  twelve  hours  from  the  onset  of  the  disease.  There  is 
great  distension  of  all  the  small  vessels,  and  extravasations 
*  '  The  British  Medical  Journal/  1898. 
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of  Wood  beiieatli  the  pleura  into  and  around  the  ah"-vesicles, 
hut  in  addition  the  alveoli  are  crowded  with  red  and  white 
cells,  and  swollen  and  desquamated  epithelial  cells  are  also 
found.  The  bronchi  also  show  the  changes  of  catarrhal 
inflannnation.  All  these  evidences  of  commencing  inflam- 
mation are  absent  in  the  cases  of  slow  asphyxia  due  to 
ovei-lying,  and  the  oedema  of  the  lungs  distinguishes  them 
from  the  more  rapid  asphyxia  in  death  from  convulsions. 

Death  from  emotional  causes. — In  the  unstable  and  partly 
developed  nervous  system  of  a  child  the  emotions  pre- 
dominate over  the  other  functions;  and  as  it  is  well  recog- 
nised that  excessive  emotions,  such  as  fear,  anger,  joy,  etc., 
may  prove  fatal  in  the  adult,  it  is  exceedingly  likely  that 
they  may  be  causes  of  death  in  children.  As  Professor 
Gairdner  says :  "  It  is  difficult  in  such  cases  to  say  whether 
spasm  or  paralysis  of  the  heart  is  the  cause  of  death  ;  in 
them  the  lungs  are  anasmic,  a  condition  of  cardiac  apnoea 
has  been  induced.'^  It  is  suggested  that  after  the  pre- 
liminary violent  palpitation  of  the  heart,  the  first  result  of 
emotion,  the  nerve-force  conveyed  to  the  accelerators  of 
the  heart  is  exhausted  and  the  unrestrained  inhibitory 
action  of  the  vagus  stops  the  heart,  or  perhaps  emotion 
may  act  equally  on  the  vagus  and  sympathetic,  and  the 
stoppage  of  the  heart  occurs  from  the  exhaustion  following 
the  excessive  discharge  of  centres  with  which  both  are  in 
relation.  That  the  emotions  act  especially  upon  the  medulla 
seems  to  be  shown  by  the  frequency  in  which  vomiting- 
follows  mental  shock.  In  a  case  I  saw  recently  a  lady  Avho 
had  heard  suddenly  of  the  unexpected  death  of  a  near  rela- 
tion retched  continuously  for  more  than  twenty-four  hours. 

The  post-mortem  appearances  are  not  always  like  the  one 
mentioned  above.  In  one  case  of  a  boy,  aged  7  years,  who 
died  during  the  excitement  of  watching  a  fight  between  two 
gipsy  lads,  the  brain  and  cord  were  absolutely  normal  to  the 
naked  eye,  the  lungs  also  normal,  though  slightly  gorged 
with  blood ;  the  pericardium  was  healthy.  The  right  auricle 
was  much  distended  with  dark  grumous  blood ;  the  right 
ventricle  contained  some  dark  blood ;  the  left  auricle  Avas 
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full  (if  l)lu(i<lj  l)ut  not  so  (listeiuled  as  the  right;  the  left 
ventricle  contained  a  little  fluid  hluod  ;  the  cavie  and 
pulmonary  veins  were  filled  with  fluid  blood.  The  other 
org-ans  were  healtliy,  and  there  were  no  signs  of  injury  or 
conti^ion  oil  the  body. 

Fi-Om  time  to  time  we  hear  of  cases  in  which  no  other 
reason  than  emotional  excitement  can  be  assigned  as  the 
cause  of  death,  so  it  must  be  allowed  that  such  cases,  though 
rare,  undoubtedly  exist. 

Death  after  a  fere  hours  of  high  fever. — Holt  records  some 
cases  in  which  a  child  in  apparent  health  is  seized  with 
great  prestation  and  high  fever  and  dies  in  a  few  hours. 
Some  of  these  cases  are  acute  congestive  pneumonia,  shown 
by  the  microscopical  a])pearances  of  the  lungs;  others  are 
doubtless  cases  of  malignant  scarlet  fever  or  epidemic 
meningitis  wliich  have  proved  fatal  before  any  definite 
sign  of  organic   disease  has  a]ipeared. 

Heart  failure  after  diphtheria. — I  am  rather  doubtful 
whether  this  ought  to  be  included  in  the  present  section, 
but  the  early  manifestations  of  this  disease  are  sometimes 
so  slightly  marked  that  they  escape  observation,  and  cardiac 
failure  may  be  the  only  after-symptom.  Two  cases  in  w^hicli 
a  sirddeu  heart  failure  was  due  to  this  cause  were  reported 
a  year  or  two  back,  in  Avhicli  children  apparently  healthy 
died  suddenly,  in  one  case  while  digging  in  the  sand  on 
the  seashore. 

If  a  microscopic  examination  of  the  heart-muscle  be 
made,  evidences  of  myocarditis  are  frequently  found ;  but 
to  the  naked  eye  there  may  be  no  evidence  of  disease 
beyond  slight  and  variable  degrees  of  cardiac  dilatation, 
and  if  the  history  of  diphtheria  be  not  given  we  may  be  at 
a  loss  to  determine  the  cause  of  death.  A  case  of  this 
kind  was  recently  reported  to  this  Society  by  Dr.  George 
Carpenter.  Sudden  death  from  cardiac  failure  may  occur 
in  the  course  of  diseases  such  as  acute  rheumatism  without 
hyperpyrexia  or  any  discernible  injury  to  the  lungs  or 
heart.  Cases  of  this  kind  are  alluded  to  by  Sir  W.  Church 
in  ^  Allbutt's  System  of  Medicine,'  and  a  case  was  described 
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by  Dr.  Herringliain  before  the  Clinical  Society  in  1898,  and 
also  by  Dr.  Goodhart  and  otliers.  In  these  cases  the  cause 
of  death  is  probably  myocarditis,  which  was  shown  to  be 
present  in  Dr.  Herringham's  case. 

The  subject  of  shock  as  a  cause  of  death  will  be  dealt 
with  in  another  section  ;  but  it  is,  of  course,  well  known  that 
death  may  occur  at  the  onset  of  various  diseases,  such  as 
cholera  infantum,  and  other  acute  abdominal  morbid 
states,  before  any  marked  evidences  of  toxa?mia  have 
appeared. 

{Read  Decevihtr  16///,  1904). 


32.  THE    STATUS  LYMPHATICUS  AND  SUDDEN  AND 
UNEXPECTED   DEATH   IN   CHILDEEN. 

By   J.    AV.    THOMSON    WALKEE,  CM. 

The  status  lymphaticus  has  lately  been  credited  with  a 
large  number  of  hitherto  unexplained  sudden  deaths  in 
childhood.  The  clinical  picture  presented  by  these  cases 
shoAvs  three  main  groups. 

(1)  No  cause  covild  be  assigned  for  the  sudden  death. 
In  many  of  the  cases  there  had  been  no  warning  that  the 
child  w^as  not  in  its  usual  health.  A  child  was  put  to  bed 
and  found  dead.  In  some  cases  there  Avas  the  possibility 
of  "  overlving,^'  but  in  many  this  could  be  excluded.  Again, 
a  child  might  be  suddenly  taken  ill  while  playing,  and  be 
hurried  oif  to  a  hospital,  but  before  reaching  the  hospital 
the  child  was  dead.  In  some  of  these  cases  there  were 
more  or  less  pronounced  premonitory  symptoms.  The  child 
had  been  restless  or  disinclined  for  play,  or  for  food,  or  had 
awakened  from  sleep  shrieking,  or  had  been  observed  to 
allow  its  head  to  fall  back  repeatedly.  Some  of  these 
children  had  suffered  from  repeated  attacks  of  difficulty  of 
breathing,  the  so-called  thymic  asthma,  and  had  succumbed 
during  an  attack. 

(2)  In  a  second  grouji  of  cases  the  children  were  already 
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sutferiiiu-  from  some  disease.  The  disease  might  not  in 
itself  be  sufficient  to  cause  sudden  death,  as,  for  instance 
rickets,  or  the  disease  might  be  in  itself  an  adequate  cause 
of  death,  as  in  cases  of  tetanus  (Blumer)  and  diphtheria 
(Dant). 

(3)  In  a  third  group  some  definite  cause  of  death  could 
be  assigned,  but  in  most  cases  the  cause  was  insufficient  to 
cause  death  in  a  healthy  individual.  Such  cases  as  death 
from  a  sudden  plunge  into  cold  water,  intense  excitement 
during  card-playing,  or  sudden  fear  during  a  brawl  in 
adults,  and  the  injection  of  antidiphtheritic  serum  in  a  child 
had  been  followed  by  death. 

In  this  group  also  are  to  be  found  certain  cases  of  sudden 
death  during  or  after  anivsthesia,  and  also  a  certain  number 
of  stillborn  children. 

The  manner  in  which  death  takes  place  in  these  children 
is  extremely  important.  In  the  majority  of  cases  in  which 
death  has  been  watched  by  a  competent  observer  it  has 
been  ascribed  to  sudden  circulatoi-y  failure  or  to  simul- 
taneous circulatory  and  respiratory  failure.  Almost  all 
authors  describe  a  marked  degree  of  cyanosis,  which  has 
usually  passed  off  rapidly,  and  been  followed  by  pallor. 
Some  observers  have  noted  that  the  pulse  and  heart  sounds 
suddenly  ceased  at  the  connnencement  of  the  attack.  A 
small  number  of  cases  have  undoubtedly  shown  evidence  of 
asphyxia.  Some  cases  have  died  during  a  convulsion 
which  has  been  described  as  epileptiform. 

The  temperature  has  usually  Ijeen  normal,  but  in  a  few 
cases  a  rise  of  temperature  has  immediately  preceded  death, 
and  in  one  of  these  it  reached  105"2°F.  half  an  hour  after 
death.  In  the  deaths  during  anaesthesia  the  pulse  suddenly 
stopped,  and  the  respirations,  after  becoming  shallow, 
ceased.  In  deaths  after  operation  the  anaesthesia  had 
freqviently  been  quiet  and  uneventful,  although  in  some 
cases  the  respirations  had  stopped  and  commenced  again 
during  the  ani:esthesia. 

The  post-mortem  appearances  were  strikingly  similar  in 
these  cases.    The  thynms  Avas  enlarged  (persistent  in  adults) 
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and  there  was  enlargement  of  the  tonsils  and  the  Ij'mphoid 
tissue  of  the  posterior  one  third  of  the  tongue  and  of  the 
pharynx.  There  was  hyperplasia  of  the  solitary  follicles 
of  the  intestine,  and  of  Peyer's  patches.  The  spleen  was 
moderately  enlarged,  and  the  mesenteric  and  thoracic 
lymph  glands  and  some  of  the  surface  lymph  glands, 
especially  the  axillary  and  cervical  groups,  were  also 
enlarged.  In  addition  the  aorta  was  sometimes  narrow  and 
the  heart  small,  and  the  genital  organs  were  said  to  be 
small  in  some  cases.  The  heart  has  been  found  contracted 
or  dilated,  the  great  veins  full  or  empty.  The  blood  was 
usually  fluid.  Petechite  were  frequently  found  in  the 
pleural  and  pericardial  surfaces.  One  authority  has 
recently  described  microscopic  changes  in  the  lymphoid 
tissue  which,  he  states,  resemble  those  present  in  acute 
infections,  but  most  authors  state  that  the  enlarged  thymus 
and  lymphoid  tissues  differ  in  no  way  from  the  normal. 

Cultures  from  the  blood  and  organs  have  almost  in- 
variably proved  sterile.  The  condition  has  been  found 
associated  with  certain  other  diseases  and  especially  with 
enlargement  of  the  thyroid  gland,  laryngismus  stridulus, 
and  rickets.  In  a  fairly  large  number  of  cases  in  which 
death  with  the  status  lymphaticus  has  occurred  during  or 
after  operation  there  has  been  enlargement  of  the  thyroid 
gland.  This  enlargement  occurs,  however,  in  only  a  small 
percentage  of  the  total  cases  of  lymphatisni,  and  the  con- 
nection is  probably  accidental. 

A  number  of  cases  of  status  lymphaticus  suffer  from 
rickets  and  from  laryngismus  stridulus,  and  the  combination 
of  the  two  latter  conditions  without  the  status  lymphaticus 
is  well  known. 

Some  authorities  hold  that  individuals  suffering  from  the 
status  lymphaticus  are  more  susceptible  to  infections,  and 
that  the  presence  of  this  condition  affects  the  course  of  the 
disease  adversely.  According  to  one  author,  more  than  one 
(juarter  of  the  cases  of  sudden  death  during  diphtheria 
show  the  status  lymphaticus. 

The  theories  advanced  to  explain  the  ])henomena  in  the 
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status  lyinphaticus  may  l)e  divided  into  (1)  pressure  theories, 
and   (2)   toxic  theories. 

Endless  discussion  has  suri'ounded  the  question  as  to 
wliether  pressure  upon  the  trachea  causes  sudden  death  in 
these  cases.  Two  facts  are,  however,  indisputable.  The 
trachea  has  only  in  the  rarest  instances  been  found  com- 
pressed post  mortem,  and  in  the  great  majority  of  cases 
where  death  has  been  witnessed  by  a  competent  observer 
no  signs  of  asphyxia  wei-e  present. 

In  the  small  remaining  number  of  cases  death  may  l)e 
accepted  as  having  been  due  to  asphyxia. 

Other  theories  have  been  advanced  to  show  that  the 
heart,  the  great  vessels,  the  vagus,  the  phrenic  or  the 
recurrent  laryngeal  nerves,  have  been  pressed  upon,  and 
death  has  thus  been  caused.  The  enlarged  thymus  is  in  a 
position  to  press  upon  any  or  all  of  these  structures,  so  that 
arguments  based  upon  anatomical  considerations  alone  are 
valueless. 

Numerous  toxic  theories  have  been  advanced.  Death 
has  been  supposed  to  result  from  the  sudden  over-produc- 
tion of  an  internal  secretion  from  the  thymus  which  may 
depress  the  heart  or  coagulate  the  blood.  But  no  internal 
secretion  has  been  proved  to  exist  and  the  blood  is  usually 
found  fluid  after  death. 

Again,  sudden  death  in  these  cases  has  been  compared  to 
that  for  sudden  toxaemia  in  cases  of  summer  diarrhoea 
(Tliursfield).  All  the  theories  that  are  advanced  are  con- 
structed to  explain  the  cause  of  sudden  death,  but  none  of 
them  refer  to  the  cause  for  the  enlargement  or  persistence 
of  the  thymus  and  the  hyperplasia  of  the  lymphoid  tissue. 
It  is  accepted  that  the  status  lymphaticus  is  a  congenital 
condition,  but  although  a  child  may  be  born  with  the  status 
lymphaticus  fully  developed,  I  see  no  reason  to  accept  it  as 
being  invariably  congenital.  The  analogy  with  other 
lymphoid  hyperplasias  leads  one  rather  to  consider  the  con- 
dition as  a  reaction  to  some  chronic  toxaemia,  and  this  may 
also  induce  the  hypersensitive  state  of  the  nervous  system 
to  slight  shock  which  is  present  in  these  cases. 
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A  few  cases  liave  been  diagnosed  or  suspected  during 
life  from  tlie  discovery  of  hyperplasia  of  some  part  of  the 
lymphatic  system  Avithout  adequate  cause.  In  most  cases, 
however,  no  reason  for  medical  examination  has  been 
present  before  the  sudden  fatal  result. 


33.    SURGICAL   CAUSES   OF   SUDDEN  AND  UNEX- 
PECTED  DEATH    IN   CHILDREN. 

By   a.    H.    tubby,  M.S. 

When  I  was  honoured  by  an  invitation  to  open  a  dis- 
cussion on  this  subject,  I  accepted  it  readily  because  of 
the  opportunity  it  afforded  me  to  be  of  some  service  to 
The  Society  for  the  Study  of  Disease  in  Children ;  and  the 
subject  is  one  which  necessarily  entails  a  considerable 
amount  of  reflection  on  records  of  cases ;  and  it  is  a  stimu- 
lant to  inquiry  as  to  whether  those  fatal  results  which 
have  occurred  suddenly  can  in  future  be  avoided. 

The  title  of  the  discussion  appeared  at  first  sight  to  be 
perfectly  clear,  and  with  very  definite  limitations,  but 
when  I  came  to  examine  more  closely  into  its  meaning,  I 
was  somewhat  puzzled.  Does  it  imply  that  the  subject  is 
to  be  treated  under  two  headings,  "sudden"  and  "unex- 
pected" death,  or  is  "  suddenly  unexpected  death"  meant, 
or  "unexpectedly  sudden  death"?  I  have  ventured  to 
take  the  last  named  as  the  interpretation  of  the  Society's 
wishes  in  treating  this  qiiestion. 

Even  from  this  point  of  view  the  matter  is  a  wide  and 
difficult  one  to  place  clearly  before  you.  In  a  discussion 
which  must  necessarily  range  over  the  whole  domain  of 
surgery  some  sy.stematic  method  of  treating  it  must  be 
found.  With  the  ancients  it  was  a  doctrine  that  various 
org-ans  mio-ht  in  different  cases  be  called  the  atria  mortis 
or  portals  of  death,  yet  in  practice  we  find  that  death  is 
due  to  three  causes  :  arrest  of  the  heart  and  circulation, 
arrest  of  the  respiration,  and  arrest  of  the  action  of  the 
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hraiii.  If,  as  the  late  Dr.  Hilton  Fagge  pointed  out,  the 
only  logical  way  of  dealing  with  the  question  is  to  recog- 
nise those  forms  of  death  due  immediately  to  conditions 
which  lead  directly  to  the  extinction  of  life,  we  find  that 
the  last  named  cause,  the  action  of  the  brain,  is  dependent 
upon  the  other  two.  And  in  sleep,  the  only  obvious  indi- 
cations of  life  are  the  movements  of  the  chest-Avalls  and 
the  action  of  the  heart;  thus  we  recognise  that  death — 
whether  it  be  sudden  or  not — is  ultimately  due  to  one  of 
these  two  conditions.  There  are,  however,  many  avenues 
leading  up  to  these  portals,  and  in  order  to  give  what  I 
hope  may  be  a  fairly  intelligible  account  of  the  subject,  I 
propose  to  discuss  it  under  the  following  headings  : 
I.  Circulatory  Conditions. 
II.    Shock. 

III.  Toxic  Conditions. 

IV.  Infective  States. 
V.    Mechanical  Causes. 

YI.   Conditions   Markedly   Referable    to   the    Nervous 

System. 
VII.    Rare  and  Unusual  Causes,  not  included  in  any  of 
the  above. 

I.      Circulatory  Conditions. 

These  include :  (a)  abnormal  conditions  of  the  blood, 
whether  states  or  diseases ;  (6)  hasmorrhage,  which  may 
be  not  unfairly  designated  as  spontaneous ;  (c)  haemor- 
rhage after  operation  ;  {d)  thrombotic  and  embolic  con- 
ditions. 

(a)  Under  Blood  Conditions,  whether  States  or  Diseases, 
we  must,  beginning  with  the  earliest  days  of  life,  speak  of 
liiemophilia  neonatorum.  Congenital  stricture  or  oblitera- 
tion of  the  bile-ducts  necessarily  causes  jaundice  in  infants. 
Some  of  the  children  succumb  shortly  after  birth  from 
persistent  haemorrhage  from  the  umbilicus  and  intestinal 
canal ;  while  those  who  survive  may  live  a  few  months, 
giving  time  for  hepatic  cirrhosis  to  be  established,  which 
is  ultimately   fatal  by  intestinal  and  other  hasmorrhag-es. 
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In  other  newly-born  children  haemorrhages  are  due  to 
congenital  syphilis"^  or  to  pyemic  infection  of  the  stump 
of  the  umbilical  cord.t 

True  hemophilia  manifests  itself  very  frequently  in 
children,  and  a  blow,  an  injury,  or  a  simple  operation  may, 
on  account  of  the  loss  of  blood  which  it  induces,  give  rise 
to  fatal  consequences.  It  is  not  necessary  to  recall 
instances  Avhere  the  extraction  of  a  tooth,  the  removal  of 
a  tonsil,  or  a  single  tenotomy  have  resulted  disastrously  ; 
but  in  those  who  are  constantly  dealing  with  the  diseases 
of  children,  especially  when  calling  for  operation,  it  is  of 
the  utmost  consequence  to  inquire  into  the  family  history 
when  such  cases  are  presented  to  one  for  treatmsnt,  as  this 
important  point  may  be  overlooked.  It  has  often  happened 
that  the  parents  have  volunteered  information  that  the 
child  very  "  easily  bruises,"  and  this  has  put  us  on  the 
qtti  vive,  and  probably  saved  us  from  disaster.  In  haemo- 
philiac children  a  slight  blow  on  the  head  has  given  rise 
to  haemorrhage  on  the  surface  of  the  bi'ain,  or  into  the 
substance  of  the  medulla,  which  is  necessarily  fatal. 

With  the  onset  of  serious  symptoms  of  infantile  scurvy, 
or  so-called  scurvy  rickets,  wide-spread  htemorrhages  mani- 
fest themselves  with  extreme  suddenness.  I  can  remember 
being  called  to  see  a  child  of  the  age  of  ten  months,  who 
had  been  brought  up  on  patent  foods,  and  presented  an 
extremely  yellow,  cachectic  appearance.  He  had  had  pain 
for  four  days  at  the  lower  end  of  the  shaft  of  the  left  tibia, 
and  was  apparently  going  down  hill  rapidly.  The  diagnosis 
lay  between  subacute  periostitis  and  infantile  scurvy  ;  but 
the  temperature,  instead  of  being  raised,  was  subnormal. 
No  other  signs  of  hasmorrhage  were  present.  An  explo- 
ratory puncture  settled  the  question.  With  very  careful 
feeding,  the  child,  although  apparently  dying  at  the  time 
of  being  seen,  ultimately  made  a  good  recovery.  But, 
unfortunately,  the  course  of  the  disease  is  not  always  so 
simple  as  this.      Heemorrhage  may  occur  beneath  the  peri- 

*  Fichel,  '  Ai-chives  f .  Kinderheilkunde,'  Bel.  vii. 

t  Neinnanu,  ibid..  Blinder  xii,  xiii. 
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osteum  of  many  bones,  or  from  the  kidneys  or  alimentary 
canal,  and  from  its  volume  and  persistence  may  result  in 
death.  Even  a  localised  hemorrhage  in  vital  spots,  such 
as  on  the  surface  of  the  brain,  has  terminated  thus. 

(b)  In  discussing'  the  subject,  I  take  it  we  may  allude 
to  cases  in  which  the  condition,  if  not  recognised,  would 
certainly  have  led  to  suddenly  unexpected  death,  and  the 
object  of  such  a  discussion  as  this  is  to  place  more  clearly 
before  us  the  preventable  causes.  It  therefore  follows 
that  those  cases  which  go  very  near  death,  but  are  saved, 
must  prove  quite  as  instructive  to  us  as  those  which  are 
not.  Under  the  heading*  of  Spontaneous  Haemorrhage,  it 
is  allowable  to  include,  in  addition  to  those  mentioned 
above,  the  cases  which  succumb  from  an  ulcer  in  the 
stomach  or  duodenum,  or  from  tubercular  ulcers  in  the 
jejunum."^  Umbilical  haemorrhage  has  already  been  alluded 
to,  and  its  causes  have  been  assigned  as  syphilis,  pygemia, 
and  lesions  of  the  bile-ducts  and  liver.  Haemorrhage 
from  the  genital  organs  is  also  due  in  newly-born  children 
to  these  causes,  or  it  is  possible  that  it  may  be  traceable 
to  the  presence  of  a  calculus,  and  by  its  persistency  may 
exhaust  the  infant.  More  formidable  in  older  infants  and 
children  is  a  profuse  flow  of  blood,  due  to  sloughing  of 
the  pharynx  and  tonsils,  a  complication  of  scarlet  fever 
of  a  severe  type.  Noma  may  spread  to  this  region,  and 
end  in  the  same  way. 

(^)  Fatal  haemorrhage  in  connection  with  and  after 
operation  is  a  somewhat  sensational  branch  of  our  inquiry. 
It  is  preventable,  and  if  it  occurs  must  necessarily  cause 
the  surgeon  the  keenest  anguish.  Some  want  of  thorough- 
ness, even  in  the  simplest  operation,  such  as  circumcision, 
in  securing  the  frenal  artery,  has  several  times  led  to  the 
sacrifice  of  the  child's  life.  Bleeding  occurring  while 
under  the  anfesthetic  is  treated  as  oozing,  and  a  little 
pressure  is  applied.  The  child  recovers  from  the  effects 
of  the  antesthetic,  either  on  its  way   home    or   at    home, 

*  Cases    recorded   by    Goodhart    and    Sawtell,    Asliby   and    Wright, 
'  Diseases  of  Children,'  4th  edition,  p.  70. 
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bleeding  starts  afresh,  and  tlie  parents,  not  recognising 
the  dangerous  effects  of  even  a  comparatively  small  loss 
of  blood  on  infants'  lives,  hesitate  or  are  unable  to  get 
assistance,  and  the  child  succumbs.  It  is  on  account  of 
this  susceptibility  of  a  small  baby  to  any  loss  of  blood 
that  the  greatest  care  should  be  taken  in  hare-lip  opera- 
tions. More  formidable  and  more  difficult  cases  are  those 
involvino-  Avide  removal  of  tubercular  o-lands  in  the  neck, 
or  of  hygromata.  It  often  happens  that  the  glands  sur- 
round closely  the  vessels  in  the  carotid  sheath,  and  I  am 
acquainted  Avith  a  case  in  which  death  followed  profuse 
haemorrhage,  from  wounding  of  the  jugular  vein  near  the 
base  of  the  skull.  In  another  instance  a  larg-e  hysfroma 
was  operated  on  in  a  child  aged  2  years.  The  cyst  had 
ramified  in  all  directions,  and  presented  extreme  difficulties 
in  its  removal.  During  the  operation  much  hemorrhage 
occurred  from  the  wounding  of  some  large  veins  at  the  root 
of  the  neck.  These  were  secured,  and  the  child  was 
placed  back  in  bed,  but  he  never  rallied  from  the  opera- 
tion. I  am  inclined  to  think  that  some  of  these  preventable 
deaths  are  due  to  what  may  be  styled  an  attempt  at 
brilliancy  in  operation,  and  personally  I  do  not  think  that 
brilliancy  in  surgery  is  good  for  a  patient.  What  is 
wanted  is  thoroughness  and  care,  and  attention  to  every 
minute  detail  Avhich  will  contribute  towards  the  successful 
termination  of  a  case. 

The  introduction  by  Mr,  Morant  Baker  of  his  india- 
rubber  tracheotomy  tube  effected  a  revolution  in  the  after- 
treatment  of  this  operation.  The  prolonged  retention  of 
a  metal  tube  is  known  to  have  caused  ulcers  of  the  trachea, 
and  perforation  of  the  innominate  vein  or  artery.  Later, 
in  connection  with  tracheotomy,  I  shall  have  to  allude  to 
another  cause  of  sudden  death. 

[cl)  Thrombosis  and  embolism  are  responsible  for  some 
tragic  events,  notably  during  the  injection  of  ntevi  Avith 
perchloride  of  iron  and  other  substances,  or  during  electro- 
lysis. There  is  a  well-known  case  of  nasvus  in  the  eyelid, 
which  a  surgeon  elected  to  treat  by  the  injection  of  a  solu- 
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tion  of  perchloride  of  iron.  Immediately  after  the  injec- 
tion the  child  gave  a  gasp,  and  fell  back  dead  in  its 
mother's  arms.  While  dealing  with  the  matter  of  throm- 
bosis and  embolism,  their  inflnence  in  determining  a  fatal 
result  in  the  course  of  acute  appendicitis  or  abdominal 
affections  must  not  be  overlooked,  more  especially  as  the 
clots  themselves  are  septic,  and  are  the  source  of  metastatic 
deposits  elsewhere,  or  even  are  the  cause  of  the  sudden 
development  of  brain  abscess. 

II.     Shock. 

It  is  quite  true  that  a  good  many  of  the  cases  which  are 
put  down  to  shock  should  be  more  rightly  ascribed  to 
haemorrhage,  but,  excluding  such,  we  may  discuss  the 
question  of  shock  under  the  following  headings  :  (a)  Cold, 
exposure,  and  undue  delay  in  operating ;  (&)  emptying 
cavities  filled  with  fluid  too  rapidly ;  (c)  washing  out 
cavities. 

{a)  With  reference  to  cold  and  exposure  in  operating, 
their  effects  are  more  particularly  seen  in  operations  for 
intussusception,  intestinal  obstruction,  and  laminectomy. 
An  operation  for  intussusception  should  not  occupy  more 
than  twenty  minutes,  and  the  utmost  rapidity  should  be 
used  in  ascertaining  the  cause  and  if  possible  removing  the 
source  of  intestinal  obstruction.  In  a  different  connec- 
tion I  may  quote  a  case  of  intussusception  under  the  care 
of  my  colleague,  Mr.  Abbott,  at  the  Evelina  Hospital. 
The  child  was  aged  3^  months,  and  the  intussusception  was 
reduced  twenty-four  hours  after  its  onset.  The  child  did 
well  for  one  day,  and  then  died  suddenly.  At  the  post 
mortem  the  thymus  was  found  large,  and  very  solid,  and 
extending  three  quarters  of  the  distance  down  the  front 
of  the  pericardium.  In  laminectomy  the  exposure  of  the 
cord  itself,  particularly  in  the  cervical  and  cervico-dorsal 
regions,  is  accompanied  by  profound  nervous  shock,  and 
any  aggravation  of  this  by  preventable  exposure  of  the 
patient  to  cold  is  apt  to  be  fatal.     Attention  to  such  small 
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details  as  ■vv'rapping  the  child's  limbs  and  that  part  of  the 
body  outside  the  field  of  operation  in  cotton-wool  and 
flannel,  and  having  the  operating  table  properly  warmed 
by  hot  water,  will,  more  often  than  is  recognised,  turn  the 
scale  in  favour  of  the  patient.  More  pointedly  these 
remarks  apply  to  operations  on  rickety  children,  on  account 
of  their  liability  to  bronchitis  and  broncho-pneumonia. 

(b)  Emptying  cavities  filled  ic if h  fluid  too  raindly. — The 
observant  anaesthetist  will  often  report  to  the  surgeon  that 
at  the  moment  of  opening  a  pleural  cavity  filled  with  fluid 
or  pus  a  distinct  change  takes  place  in  the  force  and  fre- 
quency of  the  pulse,  which  is  lessened  in  both  directions, 
and  it  has  not  seldom  happened  that  we  have  been  com- 
pelled to  stop  the  flow  of  fluid  while  the  equilibrium  of 
the  circulation  is  being  restored.  Precisely  how  this 
sudden  change  for  the  worse  comes  about  we  do  not 
know,  but  arguing  from  the  extensive  displacement  of  the 
heart  and  large  vessels  which  gradaally  occurs  in  these 
cases,  any  sudden  restoration  of  these  important  parts  to 
their  normal  position  must  embarrass  their  action.  It  may 
be  that  kinking  of  the  large  veins  takes  place,  and  the 
heart  is  deprived  of  its  blood  supply  or  the  cause  is  a 
profound  dilatation  of  the  vessels  inside  the  chest  on 
account  of  the  release  from  pressure.  But  whatever  the 
cause  may  be,  the  shock  is  often  profound,  and  taxes 
the  energies  of  both  surgeon  and  anaesthetist.  The  moral, 
of  course,  is  obvious. 

(c)  Washing  out  cavities. — The  remarks  I  am  about  to 
make  on  this  point  apply  particularly  to  washing  out  the 
pleura  and  the  cavities  of  large  abscesses,  such  as  psoas. 
Many  years  ago,  when  I  was  clinical  assistant  and  house- 
physician  to  the  late  Dr.  Moxon,  he  impressed  upon  us  the 
danger  of  washing  out  the  pleural  cavity  after  evacuating 
an  empyema.  He  recalled  two  cases  of  sudden  death 
where  this  had  happened.  I  can  recall  an  almost  fatal 
result  in  a  patient  under  the  care  of  a  colleague  of  mine 
who  evacuated  several  pints  of  pus  from  a  psoas  abscess. 
My  colleague  then  j^i'oceeded  to  wash  out  the  cavity  with 


UNEXPECTED  DEATH  IN  CHILDREN.  101 


some  1  in  40  carbolic  acid  solution.  Immediately  the  fluid 
was  injected  the  patient  became  blue  and  extremely  col- 
lapsed. It  is  true  that  he  did  not  die,  but  he  was  only 
just  saved  from  death  by  the  injection  of  stiychnine  and 
brandy,  and  lowering  the  head,  and  by  a  vigorous  employ- 
ment of  artificial  respiration. 

Being  myself  much  impressed  by  these  cases,  I  under- 
took about  seven  years  ago  a  series  of  investigations  and 
experiments.  These  have  only  been  published  in  brief  in 
the  '  British  Medical  Journal/  1896,  but  I  may  here  detail 
them  more  fully.  The  animals  selected  were  dogs.  Under 
the  usual  aseptic  precautions  an  aperture  was  made  into 
the  chest,  and  the  vertical  limb  of  a  Y-shaped  glass  tube 
inserted,  and  carefully  tied  in.  To  the  oblique  limbs  india- 
rubber  tubing  and  clamps  were  attached,  so  that  it  was 
possible  to  inject  and  withdraw  fluids.  It  was  found  that 
if  stei'ilised  salt  solution  at  a  temperature  of  99°  F.  were 
injected,  a  temporary  and  transient  fall  of  slight  character 
occurred,  both  in  the  blood-pressure  and  rate  of  respiration. 
Sterilised  w^ater  produced  a  greater  effect,  boracic  acid 
solution  still  more ;  while  with  even  a  small  quantity  of 
iodine  solution  (5j  of  tincture  of  iodine  to  the  pint  of 
Avater)  the  fall  of  blood-pressure  Avas  both  rapid  and  great, 
and  in  some  cases  the  animal  succumbed  at  once,  and  in 
others  it  was  only  restored  with  difficulty  by  the  rapid 
removal  of  the  fluid  from  the  pleural  cavity  and  the  em- 
ployment of  strychnine  and  artificial  respiration.  Most 
striking  of  all  Avere  the  effects  of  a  1  in  40  solutian  of 
carbolic  acid.  This  acted  as  certainly  and  as  rapidly  as 
a  dose  of  hydrocyanic  acid.  The  fall  of  blood-pressure 
Avas  instantaneous  and  irrecoverable.  It  therefore  seems 
that  it  is  not  the  mere  mechanical  act  of  introducing  fluid, 
but  it  is  the  chemical  nature  of  the  fluid,  and  this  acts  by 
reflex  effect  through  the  \'ery  Avide  and  sensitive  pleural 
surface  upon  the  cardiac  and  A^aso-motor  centres  in  the 
medulla.  In  my  opinion  it  is  therefore  better  to  abstain 
from  Avashing  out  the  pleural  caA^ity. 
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III.     Toxic  Conditions  which  are  eesponsible    for   Un- 
expectedly Sudden  Death. 

These  may,  from  a  surgical  point  of  view,  be  discussed 
under  the  headings  :  (o)  Chemical  poisons  and  irritants ; 
(b)  toxic  poisons. 

(a)  Of  the  chemical  poisons  and  irritants  most  in 
common  use  we  have  carbolic  acid  and  iodoform.  With 
reference  to  carbolic  acid,  I  strongly  maintain  that  it 
should  never  be  used  as  a  compress  to  an  infantas  or 
child's  skin  before  an  operation.  Most  untoward  results 
have  followed  its  application.  Intense  erythema,  vesica- 
tion, sloughing  of  the  skin,  and  even  gangrene,  have  fol- 
lowed locally ;  while  the  absorptive  power  of  a  child's  skin 
is  such  that  fatal  cases  of  carbolic  poisoning  and  suppres- 
sion of  urine  have  ensued.  It  is,  therefore,  preferable, 
I  find,  to  use  a  weak  solution  of  biniodide  of  mercury 
(1  in  3000  or  4000),  and  not  to  have  the  compress  on  for 
more  than  two  hours  before  operating.  An  infant's  or 
child's  skin  has  neither  the  horny  character  nor  is  it  a 
receptacle  for  ingrained  dirt  as  in  the  case  of  an  adult, 
and  it  is  thei^efore  very  readily  cleansed.  Certain  infants 
are  'Very  susceptible  to  iodoform,  and  it  appears  to  be 
more  readily  absorbed  from  some  situations  than  from 
others.  More  particularly  is  this  the  case  in  the  bladder, 
and  the  use  of  iodoform  here  has  resulted  in  fatal 
absorption. 

(fe)  Toxic  poisoning. — In  this  connection  it  is  my  desire 
particularly  to  allude  to  some  cases  of  sudden  death  in 
patients,  especially  children,  who,  according  to  the  canons 
of  our  art,  ought  to  have  done  Avell,  after  a  timely  and 
well-planned  operation  for  appendicitis.  I  can  recall  at 
least  three  such  cases  which  ended  unexpectedly  and 
suddenly  to  the  great  distress  of  the  parents  and  the 
surgeon.  One  was  that  of  a  boy  aged  13  years,  whom  I 
was  asked  to  see  in  one  of  the  suburbs  of  London.  He 
had  been  ill  for  some   days,  and  when   I  saw  him  there 


UNEXPECTED  DEATH  IN  CHILDREN.  103 

Avere  distinct  signs  of  appendicitis,  and  indications  of  the 
presence  of  pus.  I  therefore  operated,  and  found  a 
thickened,  but  not  perforated,  appendix  situated  in  a 
peritoneal  pocket,  ^vith  about  half  a  teaspoonful  of  thick 
pus  surrounding  it.  The  pus  was  carefully  sponged  away, 
and  the  appendix  removed,  as  it  was  quite  easy  to  do  so. 
The  boy  was  much  improved  by  the  operation,  and  every- 
thing promised  well,  but  sixty  hours  afterwards  he  attempted 
to  raise  himself  in  bed,  and  fell  back  dead.  Another  very 
similar  case  occurred  in  my  practice  last  summei',  except 
that  the  onset  was  more  acute,  and  the  septic  symptoms 
were  more  pronounced.  This  child  survived  till  the  third 
day,  and  then,  at  nine  in  the  morning,  became  suddenly 
collapsed,  and  died  in  five  minutes.  A  third  case  was  that 
of  a  young  girl,  who  had  had  pain  in  the  abdomen  on  a 
certain  Friday,  and  went  to  bed  on  account  of  it.  She 
was  much  better  on  the  Saturday  and  Sunday,  and  on  the 
Monday  morning  she  asked  for  the  daily  paper.  While 
sitting  up  in  bed  reading  it,  she  suddenly  fell  back  dead. 
In  this  case  the  appendix  was  found  to  have  sloughed 
entirely.  These  are  striking  and  lamentable  instances  of 
suddenly  unexpected  death,  and  they  are  difficult  to 
explain.  It  is  curious  to  note  that  in  two  of  the  cases 
the  quantity  of  pus  was  small,  and  after  its  removal  the 
patient  seemed  to  be  doing  well  until  the  fatal  event 
occurred.  It  therefore  seems  that  a  poison  of  a  particu- 
larly active  nature,  and  of  a  cumulative  effect — probably 
on  the  cardiac  centres — develops  and  kills  the  patient. 
When  I  have  had  reason  to  suspect  that  such  is  likely  to 
occur,  or  is  occurring,  I  give  directions  that  the  patient 
shall  be  freely  plied  with  digitalis,  strychnine,  and  alcohol. 
Urasmic  poisoning  is  in  children,  as  in  adults,  the  cause 
of  unexpected  death  after  operations  otherwise  quite  safe 
in  themselves.  Messrs.  Ashby  and  Wright  allude  to  a 
death  after  osteotomy,  associated  with  granular  kidney ; 
and  simple  operations,  such  as  for  naevi  or  harelip,  not 
seldom  terminate  suddenly  from  this  cause.  It  is  more 
easy  to  understand  that  the  impaction  of  a  calculus  in  a 


104  SURGICAL  CAUSES  OF  SUDDEN  AND 


child,  giving  rise   to   extravasation    of   urine,  will,  unless 
thoroughly  and  radically  treated,  result  in  death. 


TV.    Infective  Coxditioxs. 

I  propose  to  speak  of  the  following  diseases  :  tubercle, 
tetanus,  acute  oedema  of  the  tissues  of  the  neck,  acute 
malignant  oedema,  and  pyaemia. 

As  to  tubercle,  in  several  children's  hospitals  there  are, 
I  believe,  notes  of  cases  in  which  an  operation  has  been 
done  for  the  removal  of  a  tuberculous  lesion,  and  Avhere, 
within  two  or  three  days,  either  acute  tuberculosis  or 
tubercular  meningitis  has  developed.  In  looking  over  the 
notes  of  Mr.  Abbott  and  myself  at  the  Evelina  Hospital 
for  the  past  four  years,  I  find  two  such  cases,  and  it 
seems  to  me  that  such  an  untoward  event  is  particularly 
likely  to  occur  in  operations  on  bone  and  the  scraping  of 
tubercular  glands.  In  bone  cases  vessels  which  cannot 
contract  are  opened  at  the  time  of  operation,  and  are 
therefore  ready  to  receive  direct  implantation  of  tubercular 
material ;  and  in  gland  cases  the  lymphatic  channels  are 
disturbed,  and  lymphatic  thrombosis  and  embolus  result. 
But  I  am  anxious  to  allude  further  to  another  matter, 
and  this,  I  fear,  trenches  somewhat  upon  the  part  in 
opening  the  discussion  which  has  been  allotted  to  my 
friend  Dr.  Blumfeld.  In  two  instances  which  came  under 
my  observation,  where  a  simple  operation  was  performed 
for  a  non-tubercular  lesion  and  signs  of  old  phthisis  were 
present  in  the  lung,  acute  tuberculosis  followed.  Now,  I 
observed  that  in  both  these  cases  gas  and  ether  were 
given,  and  in  both  the  anjesthetic  was,  so  to  speak,  rushed 
into  the  patient.  During  the  early  part  of  the  administra- 
tion the  patients  became  very  congested  and  bluish-black, 
[t  therefore  seems  to  me  that  I  am  not  unreasonable  in 
ascribing  the  death  to  the  anaesthetic ;  and  the  history 
of  events  is  probably  that,  in  the  struggling  during  the 
asphyxial  stage  of  the  ana3sthetic,  small  portions  of  tuber- 
cular material  w^ere  dislodged  from  the  pulmonary  arteries 
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or  veins,  and  were  freely  distributed  throughout  the  circu- 
lation. 

Tetanus  in  new-born  children,  due  to  infection  of  the 
umbilical  cord  by  dirty  applications,  is,  fortunately,  almost 
a  dream  of  the  past,  and  needs  but  a  passing  notice. 

Acute  oedemata  present  many  points  of  intei*est,  and  I 
must  allude  in  the  first  instance  to  that  condition  of  acute 
inflammatory  oedema  of  the  neck  which  is  designated  by 
the  name  of  angina  Ludovici.  It  is  particularly  prone  to 
occur  after  certain  forms  of  tonsillar  and  pharyngeal 
inflammation,  in  association  with  perichondritis  of  the 
larynx,  alveolar  abscess  of  the  jaw,  and  very  rapidly 
follows  the  bursting  of  a  suppurating  gland  beneath  the 
deep  fascia  of  the  neck.  In  fact,  there  is  no  form  of  in- 
flammator}'  oedema  so  explosive  as  that  due  to  the  last- 
named  cause.  Further,  this  oedema  is  frequently  compli- 
cated by  oedema  of  the  glottis.  Some  of  us  have  doubt- 
less watched  these  cases  very  closely,  and  have  been  in 
constant  attendance  to  perform  laryngotomy  or  tracheo- 
tomy. A  rare  form  of  oedema  is  the  acute  malignant 
oedema  of  gangrenous  emphysema  which  supervenes  occa- 
sionally, especially  in  cases  of  fracture.  1  have  seen  two 
such  cases,  one  Avhich  was  almost  fatal,  and  the  other 
where  the  course  of  the  disease  was  arrested  early.  The 
first  case  occurred  in  a  young  girl,  aged  10  years,  who  fell 
down  in  a  disused  fowl-house,  and  sustained  a  compound 
fracture  of  the  left  forearm.  The  medical  attendant.  Dr. 
Southey  Wright,  very  carefully  cleansed  the  parts,  and 
put  the  forearm  up  in  splints.  Twenty-eight  hours  after- 
wards he  was  called  to  the  patient  on  account  of  extremely 
sevei'e  pain.  He  took  the  splints  off,  and  examined  the 
site  of  fracture.  It  was  then  found  that  an  ichorous  dis- 
charge was  issuing  from  the  Avound,  and  the  parts  around 
looked  white  and  dry.  He  administered  an  opiate,  and 
wrapped  the  limb  up  in  cotton-wool.  The  next  morning 
he  was  called  early,  and  found  the  hand  was  gangrenous 
and  gaseous.  By  mid-day  the  limb  was  affected  as  far  as 
the  elbow.      I  arrived  about  two  o'clock,  and  the  gangrene 
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was  extending-  to  the  shoulder.  There  was  a  large  copper- 
coloured  patch,  the  size  of  one's  hand,  on  the  left  flank. 
Amputation  was  at  once  performed  just  below  the  shoulder, 
and  as  I  happened  to  be  acquainted  with  the  fact  that  to 
the  development  of  the  bacillus  of  malignant  oedema  the 
presence  of  the  Streptococcus  pyogenes  aureus  is  very 
favourable,  I  recommended  the  injection  of  antistrepto- 
coccic serum  into  the  shoulder  and  the  middle  of  the  dis- 
coloured patch  on  the  flank.  A  rapid  improvement  set 
in,  and  the  patient  recovered.  The  second  case  is  that  of 
a  boy  under  my  care  at  Westminster  Hospital.  He  sus- 
tained a  compound  separation  of  the  lower  epiphysis  of 
the  left  radius,  due  to  the  explosion  of  a  firework.  On 
the  third  day  a  like  ichorous  discharge  and  evil  smell  were 
noticed  as  in  the  preceding  case.  Antistreptococcic  serum 
was  at  once  injected,  and  the  hand  placed  in  a  bath. 
The  boy  has  now  recovered.  Cultures  from  the  discharge 
developed  gas. 

Pyaemia  in  children  is  often  rapidly  and  unusually  fatal. 
In  infants  umbilical  ai'teritis  is  often  followed  by  general 
infection,  and  it  not  infrequently  supervenes  after  litho- 
tomy and  lithotrity  operations ;  but  the  most  prolific- 
source  of  pyfemia  is  acute  necrosis  of  bone,  where  it  is 
remarkable  how  soon  after  the  onset  of  the  disease  general 
systemic  infection  takes  place.  I  have  known  a  child  to 
die  within  forty-eight  hours  from  the  onset  of  the  disease, 
with  general  infection. 

Sometimes  as  a  result  of  septic  infection  the  simplest 
cases  of  operation  assume  the  worst  possible  aspect.  Thus, 
one  case,  in  Avhicli  an  operation  had  been  performed  for 
adenoids,  came  under  my  notice,  in  which  cellulitis  of  the 
neck  followed,  and  was  succeeded  by  double  empyema, 
which  caused  the  death  of  the  child ;  and  I  also  came 
across  another  case,  in  which  a  single  empyema  developed, 
but  the  child  recovered. 
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Y.  Mechanical  Conditions. 

The  entrance  of  foreign  bodies  into  the 'air-passages. 
The  immediate  results  dejjend  upon  the  size  and  nature 
of  the  foreign  body.  If  it  be  of  such  a  nature,  such  as  a 
large  piece  of  meat,  and  of  sufficient  size  to  block  at  once 
the  aperture  of  the  glottis,  the  child  does  not  exhibit  the 
usual  symptoms  of  asphyxia,  but  drops  down  as  if  shot, 
and  forthwith  dies.  If,  on  the  other  hand,  the  offending 
substance  be  such  as  to  partially  block  the  laryngeal 
orifice,  symptoms  of  asphyxia  are  extremely  well  marked. 
Unless  the  patient  be  eating  at  the  time,  and  one  of  the 
bystanders  be  possessed  of  sufficient  presence  of  mind  to 
remove  the  foreign  body  from  its  situation,  death  may 
ensue  without  anybody  being  aware  of  the  exact  cause 
of  it.  In  connection  with  laryngeal  diseases,  papillomata 
of  the  larynx  may  attain  such  a  size  and  growth  as  to 
cause  sudden  asphyxia,  owing  partly  to  a  valve-like  action 
they  have  on  the  orifice  of  the  larynx  and  the  setting  up  of 
expiratory  spasm. 

The  difficulties  which  occur  in  some  children  in  in- 
ducing them  to  do  without  the  tracheotomy  tube  are 
sometimes  very  serious.  I  recall  the  case  of  a  small  boy 
in  Guy's,  to  whom  we  were  frequently  called,  to  rescue 
him  from  impending  death,  owing  to  laryngeal  spasm 
coming  on  when  the  tube  had  been  taken  out  in  order 
to  accustom  him  to  breathing  without  its  use.  Eventually, 
by  patience  and  perseverance,  he  was  enabled  to  do  so. 
I  equally  well  recall  another  case  at  the  same  institution 
whom  we  restored  several  times  by  artificial  respiration 
from  a  similar  predicament,  but  who  eventually  succumbed 
to  a  spasm  of  this  nature.  And  while  speaking  of  affec- 
tions of  the  respirator}'  tube  I  may  allude  to  the  sudden 
and  often  fatal  dyspnoea  caused  by  the  pressure  of  a 
caseous  gland  upon  the  trachea  or  bronchi,  and  the  effects 
of  the  bursting  of  such  a  gland  into  the  lumen  of  those 
structures.      The  influence  of  a  large  thyroid  and  persistent 
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thymus  have  been  dealt  with  by  my  predecessors  m  this 
discussion.  But  I  may  here  mention  the  case  of  a  boy, 
aged  15  years,  the  subject  of  exophthahnic  goitre,  who 
was  admitted  into  AVestminster  Hospital  with  the  following 
history  : 

Enlargement  of  the  thyroid  gland  began  five  or  six 
weeks  before  admission,  and  he  was  treated  with  iodide 
of  potash  for  a  few  days,  and  then  sent  home.  He  was 
readmitted  on  account  of  an  attack  of  dyspnoea.  Whilst 
waiting  for  operation  he  had  a  severe  attack  of  this  kind, 
and  died  before  relief  could  be  afforded.  At  the  post- 
mortem examination  oedema  of  the  lungs  was  found, 
together  with  a  large  persistent  thymus. 

More  or  less  mechanical  conditions,  dangerous  to  life, 
arise  in  connection  with  displacement  of  one  or  other  of 
the  cervical  vertebrae.  Such  a  case  was  under  my  care 
at  the  Evelina  Hospital,  in  which,  owing  to  congenital 
displacement  of  the  fourth  and  fifth  cervical  vertebrse, 
whenever  the  child^s  head  was  allowed  to  be  flexed  for- 
wards, alarming  dyspnoea  occurred.  While  it  may  be 
argued  that  the  dyspnoea  here  was  not  entirely  of  a 
mechanical  nature,  yet  no  dispute  can  arise  as  to  the  cause 
of  death  in  the  following  case  :  A  small  boy  had  been 
operated  on  for  hare-lip,  and,  as  the  custom  is,  the  hands 
had  been  tied  down  to  the  side,  to  prevent  him  from  irri- 
tating the  wound.  At  night  this  child  was  found  lying- 
prone  with  his  face  buried  in  the  pillow,  and  the  only 
appearances  revealed  by  the  post-mortem  examination 
were  those  of  asphyxia. 

VI.     CONDITIOXS   REFERABLE  TO  THE   ^N'eRVOUS   SySTEM. 

Instances  of  this  will  occur  to  you  all.  I  have  already 
alluded  to  hasmorrhage  on  the  surface  of  the  brain  in  haemo- 
philia, and  I  may  here  take  the  opportunity  to  remark  on 
the  effects  of  a  hgemorrhage  during  the  act  of  birth,  arising 
from  difficulties  in  the  delivery  of  the  head.  It  is  com- 
paratively seldom  that  the  haemorrhage  is  so  extensive  as 
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to  cause  death.  Unfortunately,  many  of  the.se  chihlren 
survive  to  become  quite  hopeless  cases  of  infantile  spastic 
paralysis  or  cerebral  diplegia.  The  most  usual  cause  of 
sudden  death  in  children,  arising  from  a  brain  lesion,  is 
the  bursting  of  a  cerebral  abscess  into  the  lateral  ventricles, 
or  the  rupture  of  a  cerebellar  abscess.  Such  cases  are 
familiar  to  you,  and  I  need  not  therefore  give  illustrations. 
The  sudden  escape  of  cerebro-spinal  fluid  is  often  respon- 
sible for  a  condition  which  is  irrecoverable.  On  looking 
over  various  recorded  cases,  I  find  the  notes  of  a  child, 
the  subject  of  cerebral  abscess,  which  was  successfully 
evacuated.  At  the  dressing  next  day  the  gauze  plug  was 
removed,  and  with  a  pair  of  dressing  forceps  a  second  one 
was  inserted,  but  in  doing  so  there  was  a  sudden  escape 
of  cerebro-spinal  fluid.  The  child  became  collapsed,  and 
died  in  a  couple  of  hours.  What  had  taken  place  is  quite 
obvious — the  lateral  ventricle  had  been  opened. 

In  the  operation  of  laminectomy,  if  the  cord  be  pressed 
very  firmly  against  the  laminae,  the  attempt  to  insert  even 
a  probe  beneath  the  bone  and  the  cord  was,  in  one  of  my 
cases,  followed  by  such  sudden  collapse  that  I  had  to 
desist  from  the  operation,  resort  to  artificial  respiration, 
and  put  the  child  back  to  bed.  Subsequently  we  were 
able,  by  the  application  of  vigorous  stimulants  before  the 
cord  was  reached,  to  complete  the  operation  successfully. 
■  Speaking  once  more  of  the  escape  of  cerebro-spinal 
fluid,  reference  may  be  made  to  a  case  of  spina  bifida, 
with  a  large  n^vus  over  it.  The  surgeon,  not  recognising 
the  presence  of  a  spina  bifida  under  the  n^vus,  attempted 
a  rapid  operation  on  the  nasvus,  and  excised  it.  Much 
cerebro-spinal  fluid  escaped,  and  the  child  died  very 
shortly. 

VII.    Eaee  and  Ukusual  Causes. 

One  of  these  is  the  sucking  of  air  into  veins  in  oiDeration 
upon  the  neck  for  the  removal  of  tubercular  glands,  and 
I  may  here  remark  that  it  may  occur  when  the  external 


110      ANESTHETICS  AS  A  CAUSE  OF  SUDDEN 

jug-ular  vein  is  wounded,  as  well  as  Avlien  tlie  internal  or 
subclavian  veins  are  injured.  A  case  of  nearly  fatal  results 
of  wounding  tlie  external  jugular  vein  during  this  opera- 
tion came  under  my  notice  only  last  week. 

And,  finally,  I  may  refer  to  the  dangers  of  acute  peri- 
tonitis arising  from  an  inflammation  of  a  retained  testis 
in  the  abdomen,  the  presence  of  salpingitis  in  little 
children,  associated  with  gonorrhoea  and  the  sudden  in- 
flammation, suppuration,  and  bursting  of  a  dermoid  cyst. 

These,  then,  gentlemen,  are  some  of  the  causes  of 
suddenly  unexpected  death  in  children.  I  am  quite  con- 
scious of  the  sins  of  omission  in  dealing  with  the  details 
of  this  very  wide  subject,  but  I  am  equally  conscious  that 
I  have  your  indulgence  in  my  imperfect  attempt  to  bring 
the  subject  before  you,  and  I  trust  I  have  raised  such 
points  as  will  evoke  a  discussion  profitable  to  all  of  us. 
{Read  December  the  16th,  1904.) 


34.  ANESTHETICS   AS    A    CAUSE    OF    SUDDEN    AND 
UNEXPECTED   DEATH   IN   CHILDEEN. 

By   J.   BLUMFELD,   M.D. 

Ix  discussing  the  question  of  death  during  ansesthesia 
in  childhood  I  shall  try,  as  far  as  possible,  to  avoid 
the  overlapping  which  would  so  easily  occur  between 
my  remarks  and  those  dealing  with  the  surgical  aspect 
of  sudden  and  unexpected  deaths.  For  this  reason 
the  question  of  surgical  shock,  which  as  a  matter 
of  fact  plays  a  large  part  in  many  of  the  cases  which 
we  ought  to  consider,  will  be,  wherever  possible,  left  on 
one  side.  It  is  necessary  to  state  also,  in  order  to  clearly 
define  the  kind  of  case  that  should  be  here  discussed,  that 
I  do  not  include  any  instances  in  Avhich  the  patient's 
condition  is  serious  before  the  administration  of   the  anass- 
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tlietic.  I  propose,  in  fact,  to  limit  my  remarks  to  the  dis- 
cussion of  cases  in  wliicli  a  child  succumbs  during  anaes- 
thesia Avho  was  quite  healthy  exce])t  for  the  condition  on 
account  of  which  operation  is  undertaken,  that  condition 
not  being*  one  that  has  produced  serious  alteration  in  the 
child's  general  health.  It  is  obvious  that  no  more  deplor- 
able accident  could  be  imagined  than  an  utterly  unexpected 
death  in  a  healthy  child  undergoing  a  slight  operation. 
And  for  this  reason,  if  for  no  other,  I  think  the  Society  is 
wise  in  discussing  the  question  of  children's  deaths  from 
anesthetics  as  well  as  from  purely  surgical  and  medical 
causes.  Moreover,  these  deaths  are  doubly  terrible  in  that 
they  are  in  most  instances  preventable.  Yet  they  are  far 
from  uncommon,  though  their  frequency  can  naturally 
enough  not  be  gauged  from  the  frequency  of  their  publica- 
tion. Yet,  even  with  the  natural  reluctance  that  a  prac- 
titioner Avould  have  in  attributing  the  death  of  a  healthy 
child  solely  to  his  anfBsthetic  administration,  the  Registrar- 
General's  annual  Reports  furnish  us  with  a  number  suffi- 
ciently large  to  show  the  real  importance  of  the  question. 
And  it  must  be  always  borne  in  mind  that  these  Reports, 
excellent  though  they  are,  probably  greatly  under-state  the 
case.  Without  going  into  elaborate  details,  the  figures 
very  kindly  furnished  me  by  Dr.  John  Tatham  show  that 
in  the  four  years  1899-1902  there  were  registered  deaths  in 
children  under  10  years  of  age  :  From  chloroform,  52  cases; 
from  ether  and  other  anaesthetics,  18  cases  ;  in  England 
and  Wales  (70  cases).  In  the  five  years  1899-1903  there 
were  59  deaths,  nearly  12  in  a  year,  from  chloroform  in 
children  under  5  years  of  age  only.  These  figures,  which 
under-state  the  facts,  and  which  largely  represent  avoidable 
calamities,  are  surely  serious  enough. 

Now,  there  is  one  difficulty  in  adequately  discussing  this 
subject  that  at  once  presents  itself.  This  is  the  fact,  a 
fortunate  enough  one  from  other  points  of  view,  that  any 
one  individual  aufesthetist's  experience  of  such  cases  as  Ave 
are  concerned  with  is  very  small.  Tew  of  us  happily  can 
talk  from  any  experience  at  all  wide  of  unexpected  deaths 
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in  children  nnder  ana?sthetics.  The  reason  for  this  is,  of 
course,  that  the  majority  of  these  deaths  occur  in  the  practice 
of  junior  officers  of  children's  hospitals,  and  of  practitioners 
Avho  have  comparatively  rare  opportunities  for  giving  anaes- 
thetics to  infants  and  young  children.  And  I  may  perhaps 
remark  here  that  there  is  no  class  of  case  where  a  large 
experience  is  more  necessary  than  in  the  case  of  infants.  In 
no  kind  of  subject  is  the  difficulty  of  exactly  estimating  the 
patient's  condition  greater,  nor  is  there  any  in  which  when 
a  serious  operation  is  to  be  performed  the  observation  and 
skill  of  the  anaesthetist  is  more  severely  taxed.  This  is 
an  opinion  which  Avas  formerly  stated,  too,  by  one  of  our 
Secretaries,  Dr.  Cautley,  when,  in  conjunction  Avith  Mr. 
Clinton  Dent,  he  discussed  the  subject  of  congenital  pyloric 
stenosis  at  the  Eoyal  Medical  and  Chii-urgical  Society. 

NoAV,  the  death  of  a  healthy  child  during  anaesthesia 
takes  place  apparently  at  one  of  three  periods. 

Firdly,  the  child  may  die  before  true  anaesthesia  is  estab- 
lished and  before  any  operation  has  been  begun. 

Secondly,  death  may  take  place  in  the  course  of  an  opera- 
tion, anaesthesia  being  fully  established,  and  the  operation 
not  being  responsible  by  shock  or  haemorrhage  for  the 
fatality. 

Thirdly,  death  may  take  place  at  A^arious  interA'als  after 
the  AvithdraAA^al  of  the  anEesthetic. 

With  regard  to  the  first  class  of  case,  in  Avhich  the  child 
dies  before  the  anaesthesia  is  established,  the  explanation 
of  the  catastrophe  is  no  simple  matter.  In  the  case  of 
chloroform  Ave  are  all  familiar  Avith  the  fact  that  the  early 
stages  before  the  advent  of  complete  unconsciousness  are 
the  most  dangerous.  Exactly  AA-hy  this  is  so  is  not  so 
certain.  Tavo  explanations  are  commonly  offered.  Accord- 
ing to  one  the  death  is  due  to  A'agus  inhibition  of  the  heart, 
the  vagus  excitability  being  declared  to  be  greatly  enhanced 
during  the  early  stage  of  chloroform  inhalation.  The  other 
explanation  declares  that  it  is  the  temporary  respiratory 
interruption  due  to  spasm  of  muscles  that  is  primarily 
responsible,  this  stoppage  of  breathing  leading  to  dilatation 
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of  the  right  side  of  the  heart,  imperfect  elimination  of 
chloroform  from  the  lungs,  and  consequently  continued 
action  of  the  chloroform  upon  the  musculature  of  the  heart, 
which  is  already  embarrassed,  as  we  have  seen  by  the 
respiratory  interruption.  A  vicious  circle  entailing  poison- 
ing of  the  heart-muscle  by  chloroform  is  thus  established. 
However  the  truth  may  be  as  regards  the  Avay  in  which 
these  deaths  are  brought  about,  at  any  rate  they  occur  Avith 
terrible  suddenness.  Moreover,  there  is  as  far  as  I  know  only 
one  absolutely  certain  way  of  avoiding  them.  That  way  I 
shall  allude  to  later.  The  remarkable  feature  about  these 
cases  is  that  they  do  not  occur  except  in  the  case  of  chloro- 
form. It  might  well  be  supposed  that  to  suddenly  and 
forcibly  present  a  strong  and  irritating  vapour  to  an 
infant's  or  young  child's  mouth  for  inhalation,  and  to  keep 
it  there,  would  be  a  proceeding  likely  to  cause  dangerous 
reflex  cardiac  effects,  even  if  an  actual  asphyxial  state  did 
not  supervene.  Yet  in  the  case,  for  instance,  of  ethyl 
chloride  such  an  experiment  is  constantly  being  performed 
without  untoward  result,  and  the  same  may  be  said  of  ether. 
Such  a  proceeding  is,  of  course,  never  adopted  in  the  case 
of  chloroform  and  would  entail  many  deaths.  And  the 
cause  of  the  early  deaths  that  occur  with  chloroform  cannot, 
I  think,  be  always  attributed  to  an  approach  to  this  sudden 
and  air-excluding  method  of  antesthetising.  It  is  not,  I 
mean,  at  all  clear  that  these  early  deaths  are  due  simply 
to  the  exhibition  of  too  strong  a  vapour.  There  are  cases 
recorded  occurring  in  experienced  hands  where  it  is  as 
certain  as  such  facts  well  can  be  that  only  a  very  dilute 
chloroform  vapour  has  been  offered  for  inhalation.  Yet 
within  a  few  breaths  the  jDatient  has  expired.  The  exact 
physiology  of  these  syncopal  deaths  is  not  even  now,  in 
spite  of  much  excellent,  if  highly  controversial,  research 
and  writing,  absolutely  clear.  The  one  fact  that  stands 
out  both  in  the  physiological  laboratory  and  in  the  operat- 
ing theatre  is  this,  that  it  is  with  chloroform  alone  that 
these  deaths  occur,  almost  witliout  exception.  And  this 
fact  brings  us  to  discuss  the  interesting  question  of  the 
VOL.  V,  -8 
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part  that  fright  and  terror  may  play  in  bringing  about 
fatal  syncope  before  operation. 

It  is  well  known  that  in  the  pre-anjesthetic  days  patients 
died  in  this  way  before  the  knife  had  touched  them,  as  well 
as  with  the  shock  of  the  first  incision.  The  latter  kind  of 
shock  Ave  know  to  be  avoided  by  proper  anassthetisation. 
But  what  about  those  who  died  of  terror  before  they  were 
touched  ?  Why,  it  is  said,  should  not  patients  die  in  this 
manner  now?  and  are  not  some  of  these  early  deaths 
instances  of  fatal  shock  from  mental  emotion  ?  It  may  be 
so ;  but  we  have  to  explain  why  such  terror  has  never 
proved  fatal  when  nitrous  oxide  or  ether  w^  the  anesthetic 
to  be  used.  Whether  children  are  more  or  less  likely  than 
adults  to  be  unfavourably  influenced  towards  the  anaesthetic 
by  fear  is  a  point  that  the  Society  may  Avell  discuss.  It  is 
one,  at  any  rate,  both  of  practical  and  psychological  interest. 
Young  children  are  in  their  behaviour  towards  anesthetics 
much  more  analogous  with  the  lower  animals  than  are 
grown-up  people.  The  lower  animals,  and  birds,  I  believe, 
in  particular,  are  prone  to  die  of  fright.  Therefore  it  might 
be  argued  that  children  are  more  likely  to  die  in  this  way 
too.  As  a  matter  of  fact,  in  practice  it  is  more  essential 
Avith  a  child  even  than  Avith  an  adult  to  gain  the  patient's 
confidence  and  put  him  at  ease  and  free  from  fear.  The 
personal  equation,  in  fact,  in  securing  safe  and  satisfactory 
anassthesia  comes  into  play  most  markedly. 

The  second  division  Ave  have  made  contains  those  instances 
in  Avhich  death  occurs  from  the  anesthetic  during  complete 
anesthesia,  Avlien  operation  is  proceeding ;  and  obviously 
it  might  be  argued  that  these  are  never  purely  anesthetic 
deaths.  When,  however,  the  operation  is  one  not  involving 
important  structures  or  large  nerves  or  much  hemorrhage, 
Avhen,  in  fact,  it  is  Avhat  is  called  a  minor  opei-ation,  it  is 
but  fair  to  consider  the  anesthetic  responsible  for  the 
calamity.  Noav  these  deaths  are,  strictly  speaking,  neA^er 
quite  sudden.  Their  apparent  suddenness  is  due  to  gradual 
failure  of  respiration  or  of  pulse  not  being  appreciated  till 
the  moment  comes  of  absolute  cessation,  and  the  child  is 
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tlioiig-lit  to  liHve  suddenly  died.  These  are  the  cases  of 
which  it  may  be  said  that  they  shouki  never  occur  at  all- 
Tliey  are  the  kind  that  never  do  occur  to  those  who  are 
constantly  handling  anajsthetics  and  children.  The  sym- 
ptoms maVj  however,  be  so  slight  till  danger  is  reached, 
and  the  child's  behaviour  under  antesthetics  may  be  so 
misleading,  that  it  is  easy  to  understand  their  occurrence 
in  other  hands.  These  deaths  are  due  to  the  direct  toxic 
effects  upon  the  vital  centres  of  the  anaesthetic  drug  used. 
In  the  case  of  ether  it  is,  practically  speaking,  only  possible 
to  produce  death  in  this  way  by  the  combination  of  some 
asphyxial  influence ;  and  the  presence  of  this  increasing- 
asphyxia  may  not  be  readily  obvious  to  the  untrained. 

The  third  kind  of  death  is  that  Avhich  occurs  after  the 
anfpsthetic  has  been  withdrawn.  When  it  takes  place 
within  a  very  few  minutes,  up  to  five,  or  perhaps  even  ten, 
for  instance,  the  fatality  in  these  cases  is  due  to  the  con- 
tinued action  of  the  drug  which,  though  inhaled  some 
minutes  before,  had  not  yet  been  carried  from  the  lungs  by 
a  failing  circulation  in  sufficient  quantity  to  exert  its 
deleterious  effects  upon  the  heart  or  upon  the  medulla.  In 
other  instances  of  death  after  an  anesthetic  and  before  the 
return  of  consciousness,  the  Commencement  of  vomiting 
with  inhalation  by  a  still  insensitive  larynx  of  matter  forced 
up  into  the  naso-pharynx  has  been  the  direct  cause.  Such 
an  accident  occurs  easily  in  the  case  of  an  infant  who  has 
been  fed  with  milk  too  soon  before  an  operation,  the  curd 
from  the  stomach  proving  the  fatal  body. 

Nothing  has  so  far  been  said  as  to  whether  there  is  any 
particular  kind  of  patient  in  Avhom,  though  apparently 
healthy,  death  is  more  likely  to  occur  than  in  others.  Of 
course,  there  are  conditions  which,  though  not  evident 
without  special  examination,  are  yet  highly  prejudicial  from 
the  point  of  view  of  anaesthetics.  Deaths  have  resulted  in 
such  cases,  and  post-mortem  examination  has  disclosed  the 
contributory  cause.  Of  this  nature,  for  instance,  was  the 
death  that  happened  under  nitrous  oxide  in  the  case  of  a 
boy  who  had  extensive  mediastinal  glandular  disease  with 
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actual  pressure  upon  the  trachea  within  the  thorax.  These 
cases,  however,  do  not  strictly  come  within  the  category 
we  have  laid  down,  because  the  ]3atients  are  not  in  a  state 
of  ordinary  health,  althoug-h  they  may  appear  to  be  so  to  a 
superficial  observation.  Of  an  allied  nature,  perhaps,  are 
the  cases  of  the  so-called  "  constitutio  lymphatica,"  which 
some  authorities  consider  so  grave  a  condition  in  connection 
with  ana3sthetics. 

Attention  must  be  drawn  to  the  fact  that  many  of  the 
deaths  occur  in  connection  with  slight  operations,  particu- 
larly circumcision  and  removal  of  adenoids.  These  opera- 
tions, of  course,  form  a  large  proportion  of  the  cases  in 
which  very  young  children  undergo  operation.  Had  time 
permitted,  I  should  have  liked  to  enter  upon  the  question 
which  is,  after  all,  of  the  greatest  practical  importance — 
viz.  that  of  the  prevention  of  these  catastrophes.  I  cannot, 
however,  do  more  in  this  connection  than  suggest  the 
following  propositions  for  the  consideration  of  the  Society : 

(1)  That  the  opinion  is  too  widely  held  and  acted  upon 
that  in  the  very  young  chloroform  is  the  only  suitable 
anaesthetic. 

(2)  That  in  cases  of  circumcision,  when  complete  uncon- 
sciousness has  bee-n  obtained,  the  anaesthesia  should  after- 
wards be  kept  to  a  very  light  degree  only.  It  is  better 
that  the  nurse  should  have  to  control  one  thigh  than  that 
artificial  respiration  should  become  necessary. 

I  believe  that  even  if  these  two  simple  indications  were 
generally  acted  upon,  a  considerable  decrease  in  the 
mortality  of  healthy  infants  under  anaesthetics  would  at 
once  result,  "  a  consummation  devoutly  to  be  wished." 

I  thank  the  Society  for  the  attention  with  Avhich  they 
have  listened  to  remarks  that  are  necessarily  but  incomplete, 
and  that  are  likely  to  have  appeared  to  many  to  border 
upon  the  commonplace. 

{Bead  Becemher  the  l&h,  1904.) 
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35.  SUDDEN    AND    UNEXPECTED    DEATH    IN 
CHILDREN. 

By   a.    J.    ALLIOTT,   M.D. 

A  FEMALE,  aged  oh  yoar.s,  went  to  school  apparently  well, 
1)11 1  on  coming  home,  150  Yard.s  from  the  school  (running), 
was  seen  to  stagger  and  fall.  She  was  carried  into  the 
house  (about  twenty  yards  off)  unconscious,  frothing  at 
the  mouth,  and  (?)  "  rattling  in  the  throat."  Medical 
help  arrived  almost  immediately,  but  the  child  was  dead 
(the  mother  thought  she  was  dead  before  being  taken  into 
the  house). 

The  mother  stated  that  the  child  had  seemed  unwell 
during  the  jjrevious  two  days,  but  that  she  (the  child)  was 
unwilling  to  have  the  doctor  sent  for.  There  was  no  his- 
tory of  rheumatic  fever ;  she  had  had  eczema  a  year  or  two 
previous,  also  she  had  had  nose-bleeding  during  the  two 
or  three  days  preceding  her  death.  There  Avere  no  marks 
of  injury  on  the  body. 

Post  mortem  fifty-six  hours  after  death  (long  interval 
on  account  of  the  difficulty  of  obtaining  the  father^s  conr 
sent) . 

Heart.  —  Tavo  drachms  of  fiuid  in  the  pericardium.  On 
the  anterior  surface,  just  above  the  apex,  was  some  yellow 
semi-solid  lymph,  adhering  to  the  heart.  All  cavities 
empty.  Ventricles  strongly  contracted.  Valves  healthy : 
no  clot  in  the  pulmonary  artery  close  to  the  heart. 

Lungs. — Healthy. 

Brain. — No  meningitis  ;  cortex  well  developed  and  dark ; 
puncta  well  marked.  Whole  substance  of  brain  very  soft 
and  easily  lacerable.  In  the  right  occipital  lobe  Avas  found 
a  softened  and  irregular  patch  about  the  size  of  a  shilling, 
with  ragged  AA^alls,  but  there  Avas  no  pus  or  fluid  of  any 
sort  in  it ;  it  looked  as  if  the  brain  substance  Avere  defi- 
cient in  amount.  In  the  meninges — over  this  spot — Avas  a 
small  quantity  of  blood,  not  clot.    (It  Avas  doubtful  Avhether 
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this  was  pathological  or  not.)  Elsewhere  the  brain  was 
healthy,  except  in  the  fourth  ventricle.  In  the  floor  of 
this,  above  and  to  the  outer  side  of  the  auditory  strife, 
corresponding  to  the  position  of  the  nucleus  of  the  pneumo- 
gastric,  were  two  small  hasniorrhages,  one  on  each  side, 
perfectly  symmetrical.  These  did  not  extend  deeply ;  they 
were  not  washed  off,  l)ut  were  easily  removed  liy  the  knife 
on  cutting  through  them. 

[Bead  December  the  IQth,  1904). 


36.  SUDDEN   AND    UNEXPECTED    DEATH    IN 
CHILDREN. 

By  J.  M.  FORTE SCUE-BEICKD ALE,  M.D. 

OwiXG  to  the  frecpiency  of  exploratory  puncture  of  the 
chest  in  children,  I  think  all  cases  of  mischances  connected 
with  the  operation  should  be  recorded. 

The  patient  was  a  boy,  aged  2  years,  who  presented 
marked  evidence  of  rachitis.  He  was  admitted  into  hos- 
pital for  pneumonia,  there  being  dulness,  bronchial 
breathing,  and  crepitating  rales  in  the  left  chest  as  high  as 
the  angle  of  the  scapula.  At  first  he  improved,  but  after 
the  rales  had  disappeared  the  other  physical  signs  per- 
sisted together  with  pyrexia.  The  child  also  had  a  sallow 
look,  which  suggested  suppuration.  A  needle  was  there- 
fore inserted  in  the  seventh  space,  just  outside  the  scapula. 
Nothing  but  blood  was  withdrawn,  and  the  child,  Avho  was 
sitting  up  in  bed  supported  by  a  nurse,  became  very  rest- 
less, and  almost  immediately  coughed  up  a  little  frothy 
b  lood.  Cyanosis  appeared,  and  the  respirations  became 
impercejitible.  The  child  Avas  inverted  and  a  very  little 
l)lood  and  mucus  cleared  out  of  the  pharynx  with  the 
finger.  Artificial  respiration  was  then  begun,  and  after 
about  ten  minutes  the  child  made   a   few  irregular  gasps; 
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these,  liowever,  became  weaker  and  further  betAveen,  and 
in  spite  of  subcutaneous  stimuhmts  he  died.  Artificial 
respiration  Avas  continued  altogether  for  about  two  hours. 
Unfortunately,  no  post-mortem  examination  could  be 
obtained. 

I  have  found  seven  similar  cases  recorded,  the  first  by  Dr. 
George  Carpenter,  in  1893,  in  the  'American  Journal  of 
the  Medical  Sciences^  (pp.  442-3).  A  child,  aged  5  years, 
Avith  cirrhosis  of  the  lung,  Avas  explored.  She  coughed 
after  the  needle  Avas  inserted,  blood  began  to  pour  from  her 
mouth  and  nostrils,  and  she  quickly  died  asphyxiated.  Post 
mortem  the  stomach  AA'as  found  to  be  full  of  blood  and  the 
bronchi  Avere  filled  AA^th  blood-stained  mucus  Avhich  extended 
on  the  right  side  as  far  as  the  medium-sized  bronchi  and 
on  the  affected  side  into  the  smallest  tubes.  Three  cases 
haA'e  been  reported  by  Dr.  Thomas  OliA'er  in  the  '  Lancet ' 
(January  the  2nd,  1904),  and  three  by  Dr.  A.  E.  Russell 
in  '  St.  Thomas's  Hospital  Reports,'  vol.  xxviii.  Four  of 
these  six  cases  aa^  ere  fatal,  including*  two  Avhich  occurred  in 
children.  Dr.  Russell,  aa'Iio  fully  discusses  the  causation 
of  this  untoAvard  accident,  ascribes  it  to  reflex  inhibition  of 
the  cardiac  and  respiratory  centres,  due  to  irritation  of 
some  small  branches  of  the  vagus  by  the  exploring  needle. 
Brouardel,  though  not  mentioning  any  cases  of  exploratory 
puncture  for  pleuritic  effusion,  quotes  one  in  AA'hich  the 
AAdthdraAA^al  of  a  fcAv  drops  of  blood  in  the  attempt  to 
aspirate  a  hydatid  cyst  AA^as  folloAved  by  sudden  death.  In 
this  case  the  needle  ncA^er  actually  entered  the  cj'st. 

A  curious  feature  in  one  of  the  recorded  cases  is  that 
the  patient,  after  serious  immediate  symptoms,  rallied,  but 
died  after  a  foAv  hours.  A  similar  history  is  giA^en  by 
Brouardel  in  the  case  of  a  man  aa'Iio  received  a  blow  in  the 
epigastrium  folloAved  by  collapse,  from  AAdiich  he  recoA^ered, 
only  to  die  during  the  ensuing  night.  Dr.  Russell  belieA'es 
that  a  profound  anaemia  of  the  brain  is  the  immediate  cause 
of  the  inhibitory  symptoms,  and  that  Avhen  the  fatal  issue 
is  delayed  it  is  due  to  serious  structural  impairment  of  the 
brain-cells  consequent  on  this  anaemic  condition. 
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It  is  unfortunate  that  there  is  no  microscopical  examina- 
tion recorded  of  the  vagus  nerve.  All  the  cases  in  the 
literature  occurred  in  patients  suffering  from  serious 
illness,  and  it  seems  highly  ^jrobable,  as  Dr.  Russell 
suggests,  that  a  lowered  condition  of  the  nervous  system  is 
one  of  the  causative  factors.  In  a  case  of  sudden  death 
during  a  fit  of  coughing  mentioned  by  Brouardel,  in  which 
miliary  tuberculosis  was  found  post  mortem,  compression 
and  neuritis  of  the  vagus,  just  above  the  cardiac  branches, 
was  demonstrated.  This  lesion,  however,  had  not  caused 
slowing  of  the  pulse  during  life,  and  it  is  not  quite  easy  to 
see  how  it  aifected  the  fatal  issue. 

{Read  December  the  IQtJi,  1904.) 


37.  CASES   OF   SUDDEN   AND   UNEXPECTED   DEATH 
IN   CHILDREN. 

By   GEOEGE    CAEPENTEE,   M.D. 

Foe  descriptive  purposes  I  propose  to  divide  the  cases  of 
this  nature  that  have  come  under  my  notice  into  the  follow- 
ing groups,  though  I  am  aware  that  objections  may  be 
raised  to  the  classification  of  some  of  them,  but  this  has 
been  done  for  convenience  of  narration  : 

(1)  Death  from  the  heart. 

(2)  Death  from  the  lungs. 

(3)  Death   from  the  brain. 

'  (a)    without  reference  to 

the  anaesthetic. 
{h)  with  reference  to  the 
ana3sthetic  (delayed 
chloroform    poison- 
ing)- 
(5)   Death  from  undetermined  causes. 


(4)   Death  following  surgical 
operations 


(1)  Death  trgm  the  Heart. 
Of  cases  in  Avhich  sudden  or  unexpected  death  occurred 
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I'l'oiii  disease  of  the  iiuiseuliir  wall^  of  the  heart,  I  liave 
already  recorded  several  examples  in  the  'Reports.' 

Thus  ill  a  boy,  aged  12  months,*  who  died  suddenly  and 
unexpectedly,  extensive  fibroid  disease  of  the  heart,  which 
was  not  suspected  during'  life,  was  found  at  the  post-mortem 
examination. 

In  a  girl,  aged  8  years,  who  was  admitted  into  hospital 
wath  mitral  systolic  and  presystolic  bruits  and  rheumatism, 
and  who  tAvo  months  previous  was  perfectly  well  until  she 
developed  rheumatism,  and  subsequently  chorea,  death 
occurred  quite  suddenly  while  in  hospital,  and  at  the  autopsy 
a  fatty  heart  without  valvular  disease  was  found.! 

In  a  girl,  aged  9  years,+  who  was  admitted  into  hospital 
suffering  from  a  dilated  heart  unaccompanied  l)y  a  bruit, 
but  with  a  ])ulsating  liver  and  a  regurgitant  pulse  in  the 
veins  of  the  neck,  the  urgent  symptoms  abated  under  treat- 
ment, Ijut  subsequently  suddenly  the  face  became  very 
blue,  the  eyes  fixed,  the  limbs  rigid,  the  pulse  imperceptible 
at  the  wrist,  and  she  died. 

At  the  autopsy  the  heart  was  much  enlarged,  the  valves 
were  healthy,  and  interstitial  myocarditis  was  found  micro- 
scopically. The  aorta  Avas  atheromatous.  The  cause  for 
the  myocarditis  was  not  dete,  mined.  Some  infective  con- 
dition was  doubtless  responsible  for  it. 

In  a  girl,  aged  7  years,§  and  in  whom  there  Avas  neither 
history  of  diphtheria  nor  rheumatism, and  Avho  Avhen  brought 
to  hospital  had  a  feeble  pulse,  a  Aveak  first  cardiac  sound, 
and  Avas  someAvhat  cyanosed,  together  Avith  a  someAvhat 
enlarged  b'A'er,  urine  loaded  Avith  allnimin,  absent  patella 
reflexes,  and  a  ]K)orly  acting  soft  palate,  death  occurred 
suddenly  the  folloAving  day.  The  heart  Avas  enlarged  and 
A^ery  pale,  and  shoAved  microscopically  Avell-marked  fatty 
degeneration  of  the  muscle-fibres.    The  A^ah^es  Avere  healthy. 

A  Avell-nourished  girl,  aged  3  years,  had  Avhooping-cough 

*  '  Eeports,'  vol.  iii.  Plates  I  and  II,  pp.  177-179. 

t  'Reports/  vol.  iii,  pj).  176,  177. 

t  '  Reports,'  vol.  iii,  pp.  173-176,  Fig.  20. 

§  '  Eeport.o,'  vol.  iv,  pp.  127-131,  Fig.  12. 
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in  December^  but  slie  a})peared  perfectly  well  until  the  fol- 
lowing July  the  9th,  Avhen  after  eating  a  piece  of  bread 
she  retched  several  times  but  did  not  vomit.  During  that 
day  she  appeared  to  be  quite  lively^  and  in  the  afternoon 
she  went  out  for  a  walk  with  her  mother.  She  had  a  good 
meal  when  out  and  a  piece  of  cake  before  going  to  bed  at 
9.30  p.m  In  the  small  hours  she  was  sick,  but  fell  asleep 
afterwards  until  7.30  a.m.,  when  she  was  taken  out  to  her 
grandmother's.  On  In-inging  her  to  hospital  she  lost  con- 
sciousness on  the  way,  and  on  her  arrival  there  she  was 
pulseless,  breathed  Avith  difficulty,  her  temperature  was 
96'4°  F.,  and  she  died  soon  afterwards.  An  exploratory 
puncture  was  made  into  her  chest  in  two  places,  but  no 
fluid  was  found. 

Autojisi/. — Over  the  lower  part  of  the  neck  and  s])reading 
as  far  as  the  shoulder  on  either  side  and  as  low  down  as 
the  xiphoid  cartilage  was  a  large  plexus  of  dilated  super- 
ficial veins.  The  abdominal  cavity  contained  ^iv  of  dark 
straw-coloured  fluid,  the  right  pleural  cavity  Jvss,  and  the 
left^iij. 

liight  hiiKj. — The  lower  lobe  and  the  internal  half  of  the 
right  u])per  lolje  Avere  collapsed. 

Left  lung. — The  bulk  of  the  loAver  lobe  was  collapsed,  and 
the  upper  lobe  only  partially  crepitant. 

Liver. — Fatty,  yellow-ochre-coloured. 

Gall-hladder. — Edematous.  ffidema  extended  to  the 
tissues  surrounding  both  kidneys  and  the  whole  length  of 
the  colon. 

Mesenteric  glands. — Enlarged  and  of  a  deep  red  colour. 
Spleen  very  firm  to  the  touch.  Malpighian  corpuscles 
stand  out  plainly. 

Kidneys. —  Capsules  strip  easily.  Stellate  veins  in- 
jected, exceedingly  tough. 

Heart. — Eight  side  dilated,  bun-shaped ;  valves  quite 
healthy.     A  microscopical  examination  was  not  made. 

A  girl,  aged  3  yeax's,  Avas  Aveaned  Avhen  2  years  old,  and 
at  2j-  years  she  had  "  abscesses  of  the  neck  "  and  l^egan  to 
Avaste.     She   had  diarrhoea    on  and  ofi:'  for   a  year,  frothy 
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li([iii(l  iiiutiuiis  ;  food  passed  iiiidig'ested  and  cod-liver  oil 
unaltered.  On  January  the  25tli  she  was  taken  into  lios- 
pital  and  improved  under  treatment^  so  that  the  motions 
were  less  frequent,  and  she  sat  up  in  her  cot  and  was  lively. 
At  7  p.m.  on  Fehruary  the  1st  she  was  found  cold  and 
almost  ])ulseless,  and  she  died  nine  hours  afterwards. 

Autopsy. — Body  emaciated.  CEdema  of  the  bases  of  the 
•  lungs.  Large  intestine  thickened,  and  all  ahmg  its  course 
Avere  ulcerations,  with  irregular  edges  and  thickened  hases. 
The  mucous  membrane  was  congested  in  the  ca?cal  region, 
and  thickened  throughout.  The  mesenteric  glands  were 
much  enlarged. 

(2)   Death  feom  the  Luxgs. 

Of  sudden  death  from  the  lungs,  one  of  the  least  known 
and  by  no  means  unimportant  is  that  arising  from  ex])lora- 
tory  puncture  of  the  chest.  In  1893,  in  the  'Amei-ican 
Journal  of  the  Medical  Sciences,^  *  I  drew  attention  to  this 
danger. 

The  accident  ha])])ened  t(_)  a  child  suffering  from  cirrhosis 
of  the  lung.  The  case  Avas  sent  into  the  Avards  of  the 
EA'elina  Hospital,  Avhere  the  chest  AA'as  explored  by  the 
resident  medical  officer.  Immediately  the  child  coughed, 
blood  began  to  pour  from  the  mouth  and  nose,  and  she  died 
asphyxiated.  Post  mortem  the  lung  AA-as  found  to  be 
cirrhosed.  The  stomach  Avas  full  of  blood,  and  there  Avas 
some  in  the  duodenum.  The  bronchi  Avere  tilled  Avith  blood- 
stained mucus,  Avhich  extended  on  the  right  side  as  far  as 
the  medium-sized  bronchi  and  on  the  affected  side  into  the 
smallest  tubes.  The  larynx  Avas  full  of  frothy  blood-stained 
mucus.  Here  death  apparently  occurred  from  suff'ocation, 
but  fatal  cases  have  been  recorded  by  A.  E.  Eussell  t  and 
Thomas  OliA'er  %  iii  Avhich  death  Avas  attributed  ti^>  reHex 
inhibition  of  the  respiratory  and  cardio-inhibitory  centres, 
and  Avas  jiot  attended  by  loss  of  blood. 

*  October,  1893,  pp.  422,  423. 

f  '  St.  Thomas's  Hospital  Reports/  a'oI.  xxviii,  1898. 

X  '  Lancet,'  Jannarv  2mV.  1H(I4. 
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It  does  not  apparently  require  a  great  loss  of  blood  from 
the  lungs  to  bring  about  a  speedily  fatal  termination.  In 
a  boy,  aged  5  years,  who  was  suffering  from  whooping- 
cough  and  tuberculous  broncho-pneumonia  haemoptysis 
occurred  on  August  the  13th  ;  ^jss  of  bright  red  frothy 
blood  was  brought  up.  The  child  became  livid,  the  lips 
blue,  and  the  pulse,  which  was  160  to  the  minute,  w^as  very 
weak.  On  the  morning  of  the  21st  he  coughed  up  5j  of 
brio-ht  red  frothy  blood  and  was  very  pale  afterAvards,  In 
the  evening  of  that  day  after  another  fit  of  coughing  he 
brought  up  Jiij  of  blood,  and  died  almost  immediately  af ter- 
Avards  from  syncope. 

Autopsy. — The  right  auricle  Avas  full  of  dark  clotted 
blood,  the  right  ventricle  contained  blood-clot.  The  left 
ventricle  Avas  empty.  The  loAver  lobe  of  the  left  lung  Avas 
solid  and  tuberculous,  and  on  section  there  Avere  cavities 
Avhich  contained  pus — the  size  of  the  largest  being  that  of  a 
split  pea.  Portions  of  this  lobe  Avere  hard  and  fibrous  to 
the  feel.  A  small  vessel  Avas  found,  apparently  ruptured, 
in  one  part  of  it.  Coagulated  blood  in  small  amount  Avas 
found  in  the  bronchial  tubes  Avhich  also  contained  a  puri- 
form  secretion.  There  Avere  no  cavities  in  the  right  lung. 
The  bronchial  tubes  on  this  side  contained  blood  Avhicli  had 
been  sucked  in  from  the  hsemorrhage  in  the  left  lung. 

Another  fatal  case  of  haemoptysis  has  also  come  under  my 
notice.  Thus  a  boy,  aged  2^  years,  Avas  in  hospital  from 
December  the  1 1th  to  January  the  3rd  suffering  from  tuber- 
culous broncho-pneumonia.  On  this  latter  date,  at  Avhich 
time  there  Avere  also  meningeal  symptoms,  he  coughed,  "  a 
great  deal  of  bleeding  "  occurred  from  the  mouth  and  nose, 
the  pulse  became  imperceptible,  and  he  died  ten  minutes  later. 

Aidoj:)sy. — General  tuberculosis.  In  the  right  middle 
lobe  of  the  lung  there  Avas  a  cavity  the  size  of  a  large 
marble  Avith  a  blood-clot  in  it. 

In  regard  to  an  undetermined  cause  for  death  in  empyema, 
the  folloAving  is  an  example. 

A  boy,  aged  4  years,  AA^as  admitted  into  hospital  on  May  the 
3rd,  Avitli  an  empyema  on  the  left  side.    On  admission  there 


UNEXPECTED   DEATH  IN  CHILDREN.         125 

was  considerable  dyspnoea,  the  lips  were  bine,  and  the  pulse 
at  the  wrist  barely  distinguishable.  He  was  tap])ed  with  a 
trochar  and  cannula,  and  a  drainage-tube  was  inserted. 
Pus  ran  freely  to  the  extent  of  ^x  during-  the  night,  and 
the  child  was  somewhat  better  the  next  day,  but  he  died 
suddenly  that  evening. 

Autopsy. — The  left  lung  was  bound  down,  airless,  and 
covered  with  a  thick  coating  of  lymph.  There  was  recent 
lymph  on  the  anterior  border  of  the  right  lung.  The  peri- 
cardium was  adherent  to  the  lung  on  the  left  side,  and  the 
heart  was  somewhat  flabljy.    The  other  organs  were  normal. 

(3)  Death  from  the  Brain. 

A  boy,  aged  8  years,  developed  otorrhoea,  subsequent  to 
an  attack  of  scarlet 'fever  four  years  previously.  He  sub- 
sequently complained  of  slight  headache  at  various  times. 
Three  weeks  before  admission  into  hospital  he  developed  a 
mastoid  abscess,  which  was  twice  treated  by  lancing,  and  at 
this  time  he  complained  greatly  of  headache.  Three  days 
l)efore  his  admission  the  abscess  was  properly  opened  and 
drained,  and  during  this  period  he  complained  more  of 
headache,  and  was  sick  for  the  first  time. 

On  admission  into  hospital  he  was  a  well-nourished  lad, 
heavy  and  dull,  but  he  sat  up  in  bed.  The  pulse  Avas  90  to 
the  minute,  irregular.  Temperature  100"2°  F.  Both 
membrana  tympani  absent,  ears  full  of  pus.  On  the  night 
of  admission  he  was  slightly  sick  once.  He  slept  well  but 
complained  of  headache.  He  suddenly  became  unconscious, 
and  died  twenty-one  hours  after  admission. 

Autopsy. — General  meningitis.  In  the  left  temporo- 
sphenoidal  lobe  was  an  abscess  the  size  of  a  pigeon's  egg. 
This,  which  had  burst,  contained  two  teaspoonfuls  of 
greenish  stinking  pus.  The  abscess  communicated  at  its 
back  part  by  an  opening  as  large  as  a  signet  ring  with  the 
descending  cornu  of  the  lateral  ventricle.  Stinking  pus 
was  present  in  both  lateral  ventricles.  The  abscess  wall 
was  very  thick.  No  thrombi  were  found  in  the  sinuses. 
Thick  pus  was  present  in  the  internal  ears. 
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A  o'irl,  ag'ed  8^  years,  was  being  treated  for  a  second 
attack  of  chorea.  The  lieart-sonndfi  were  normal  and  the 
choreic  movements  were  extremely  slight.  She  ate  her 
dinner  as  usual,  l)ut  at  tea-time  she  was  taken  violently 
sick,  and  was  said  by  the  nurse  to  have  plunged  and 
struggled  a  good  deal.  When  seen  she  Avas  quite  comatose, 
Avith  marked  rigidity  of  the  right  arm  and  leg,  which  were 
fully  extended.  The  pupils  Avere  equal,  but  did  not  act  to 
light.  The  face  Avas  pale  and  the  breathing  stertorous. 
She  neA'er  rallied,  and  died  tAvo  hours  and  a  half  after- 
Avards.     The  urine  was  albuminous. 

Autopsy. — In  the  left  hemisphere  of  the  brain  Avas  a 
large  caA'ity  filled  Avitli  a  currant-jelly-like  clot.  It  lay 
completely  outside  the  lateral  A^entricle.  The  anterior 
extremity  communicated  by  a  small  rent  just  in  front  of 
the  corpus  striatum  Avith  the  anterior  horn  of  the  left  lateral 
A'entricle.  Through  this  opening  blood  had  passed  into  the 
A-entricle.  A  small  quantity  had  escaped  into  the  right 
A'entricle  through  the  foramen  of  Monro,  and  it  had  found 
its  Avay  to  the  third  A'entricle  and  via  the  iter  into  the 
fourth  A'entricle  and  as  far  as  the  cerebro-spinal  opening. 
Source  of  the  luemorrhage  Avas  not  detected.  Heart :  Vegeta- 
tions limited  to  the  edge  and  to  the  auricular  aspect  Avere 
found  on  the  mitral  A^ah^e.  At  one  point  a  soft  polypoid 
mass  projected  from  the  edge  of  the  flap.  Kidneys :  Infarcts 
in  l)oth.      Spleen:  Large  and  soft;  contained  one  infarct. 

This  case  is  an  example  of  sudden  death  from  cerebral 
haemorrhage  secondary  to  infective  endocarditis  in  chorea, 
and  is  of  added  interest  from  the  fact  that  heart  disease 
Avas  not  suspected  during  life.  But  the  following  illustra- 
tions of  unexpected  death  in  chorea  cannot  be  attributed 
to  any  coarse  cerebral  lesions.  True,  they  Avere  associated 
with  trifling  hyperpyrexia,  but  such  cannot  be  held  ac- 
countaljle  for  the  deaths,  Avhich  Avere  probably  toxtemic  in 
nature. 

A  girl,  aged  7  years,  sufl^ered  from  rheumatic  pains 
for  some  six  months  prior  to  an  attack  of  chorea,  Avhich 
dcA^eloped  fourteen  days  before  she  came  under  obserA-ation, 
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at  wliich  time  the  movenieut.s  were  general.  The  lu'urt  was 
normal.  A  fortnight  hiter  her  temperature  began  to  rise, 
and  on  October  the  81  st  the  tem]ierature  was  ]02"8°  F. 
The  movements  at  tliis  time  were  very  severe.  From  that 
time  onwards  she  steadily  got  worse^  was  unable  to  speak, 
and  could  hardly  swallow.  She  became  more  and  more 
emaciated,  the  movements  increasingly  violent,  and  she 
died  on  November  the  9th.  During  tliis  period  she  twice 
suffered  from  epistaxis,  and  once  was  slightly  sick,  and 
the  motions  were  loose.  The  temperature  varied  between 
100°  F.  and  105-4°  F.,  the  latter  being  the  highest  recorded, 
and  this  occurred  just  before  death. 

Antdiisij. — Heart  :  The  edges  of  the  mitral  valve  were 
roughened,  and  attached  thereto  were  warty  vegetations 
the  size  of  a  pea.  The  heart-substance  was  pale,  and  there 
Avere  subserous  petechi^e  all  over,  especially  over  the 
posterior  surface  of  the  left  ventricle.  Livf^r  swollen  and 
marked  by  the  ribs ;  substance  pale,  soft,  and  mottled. 
Lungs  deeply  congested,  but  crepitant  throughout.  Kidneys 
pale  and  soft ;  infarctions.  Spleen  norma].  Brain  normal 
to  the  naked  eye. 

In  this  case  also  the  heart  was  thoiiglit  to  be  normal 
during  life. 

A  girl,  aged  3^  years,  was  first  seen  on  July  the  TZth. 
She  had  her  first  attack  of  rheumatism  six  weeks  previous. 
She  was  Avell  nourished.  Choreic  movements  were  general, 
but  not  violent.  She  had  a  mitral  systolic  bruit,  rheumatic 
nodules  on  the  back  of  her  head,  the  dorsal  surfaces  of  the 
hands,  and  about  the  ankles  and  feet.  Under  arsenic,  in 
increasing  doses  up  to  iilx  thrice  daily,  the  movements 
became  much  less.  On  August  the  2nd  she  was  wasted 
and  her  skin  was  very  rough  and  dry.  The  mitral  l)ruit 
was  pronounced.  She  took  food  badly  and  was  languid 
and  drowsy.  The  nodes  had  disappeared.  Optir.  neuritis 
ivas  discovered,  and  her  temperature  at  6  p.m.  had  run  up 
to  10o"6°  F.  While  under  observation  there  had  been  some 
pyrexia,  but  100*6  °  F.  was  the  highest,  and  for  several  days 
prior  to  this  large  rise  it   had  been  more  or  less  normal. 


128  CASES   OF  SUBBEN  ANB 


She  was  quite  sensiljle  when  spoken  to  until  4  p.m.,  when 
she  became  delirious.  The  movements  were  excessive.  She 
was  unconscious  all  night  and  her  abdomen  was  very  dis- 
tended. At  12  midnight  the  temperature  was  106°  F.,  and 
at  2  a.m.  106*2°  F.  Antifebrin  was  given  eai-lier  in  the 
night,  but  without  result.  Powders  were  administered  at 
9'40  and  12  midnight;  they  produced  great  sweating  at  the 
back  of  the  head,  l)ut  nothing  more.  She  was  sponged  at 
2  a.m.  without  material  Ijenefit.  The  breathing  at  this  time 
was  rapid,  the  face  livid,  and  the  lips  blue,  and  she  died  at 
4.5  a.m.  on  the  3rd. 

Aiitopsy. — The  brain  appeared  perfectly  healthy  to  the 
naked  eye.  The  body  was  thin,  but  not  emaciated.  There 
was  slight  thickening  of  the  mitral  valve.  Lungs  :  Slight 
bronchitis.  Liver  fatty,  but  not  markedly  so.  Spleen 
normal.  Kidneys  normal.  Lifestines :  Peyer's  patches 
injected,  together  with  the  surrounding  portion  of  the 
intestine;  otherwise  quite  normal. 

(4).  Death  Foli.owixg  Suegical  Operations. 

(a)    Without   Beferencp  to  the  Anesthetic. 

While  resident  Medical  Officer  at  the  Evelina  Hospital 
some  years  ago  the  following  cases  came  under  my  notice. 

A  boy,  aged  14  months,  was  admitted  into  the  hospital 
with  colourless  face  and  lips,  cold  all  OA'er,  and  a  very  weak 
pulse,  suffering  from  bleeding  after  circumcision.  The 
operation  was  performed  on  December  the  10th,  and  the 
bleeding  was  said  to  have  continued  until  his  admission  on 
December  the  r2th.  The  htemorrhage  was  stopped  under 
chloroform,  but  the  child  remained  cold  and  pale;  he 
became  extremely  restless,  and  in  spite  of  various  remedies 
he  died  on  the  14th,  being  slio-htlv  convulsed  before  his 
death.  The  temperature  on  admission  was  97'8°  F.,  and 
just  before  his  death,  some  36  hours  afterwards,  it  had 
steadily  risen  to  104-2°  F. 

Two  deaths  occurred  in  sequence  to  tracheotomy. 
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A  o-irlj  aged  22  months,  was  tracheotomised  for  laryn- 
geal diphtheria. 

I'lie  isthmus  of  the  thyroid  Avas  much  enlarged,  and  as  it 
was  found  impossible  to  open  the  trachea  above  it,  the 
incision  Avas  prolonged  downwards.  Just  as  the  trachea 
was  exposed  a  vein  was  pricked  at  the  lower  angle  of  the 
wound.  Profuse  venous  haemorrhage  followed,  pressure 
Avas  applied,  and  the  bleeding  ceased  almost  immediately. 
The  trachea  was  opened,  and  the  tube  introduced,  Avhen 
the  bleeding  recommenced.  The  incision  was  enlarged 
and  the  vein  Avas  caught.  Almost  immediately  after  the 
child  stopped  breathing.  Artificial  respiration  was  re- 
sorted to,  and  the  trachea  Avas  cleared  Avith  a  feather,  but 
after  a  feAV  short  gasps  at  intervals  respiration  ceased. 
Artificial  respiration  Avas  kept  up  for  about  tAventy  minutes 
but  Avithout  avail. 

Autopsy. — A  large  A'ein  Avas  found  coming  off  from  the 
right  anterior  jugular,  Avhich  AA^as  A'ery  large.  The  A'ein 
had  been  opened,  and  Avas  found  to  communicate  Avith  the 
inferior  thyroid  plexus  of  A'eins,  and  then  Avith  the  left 
innominate  A'ein.  The  ligature  on  the  bleeding  point  Avas 
found  intact,  lying  on,  but  not  encircling,  the  divided  A^eins. 
Heart :  Right  auricle  and  A^entricle  filled  with  a  small 
amount  of  frothy  blood.  Left  ventricle  also  contained  a 
small  amount  of  frothy  blood.  Air  Avas  present  in  the  left 
innominate  vein. 

A  boy,  aged  22  months,  Avas  tracheotomised  for  laryn- 
geal diphtheria  on  October  the  12th.  On  October  the  16th 
he  died  suddenH"  AAdien  the  outer  tube  AA^as  beins*   chane'ed. 

^  (Do 

Autoiisy. — The  Avonnd  in  the  trachea  Avas  not  a  straight 
cut,  but  forked,  Avith  the  prongs  doAvnAvards.  This  made  a 
A'ah-^e-like  flap  in  the  Avmd-pipe,  so  that  very  slight  force 
AA^as  sufficient  to  fold  it  back  into  the  interior  of  the  trachea; 
indeed,  its  position  Avas  such  that  it  Avas  impossible  to 
introduce  a  dilator  or  a  tube  Avithout  displacing  it  back- 
Avards  to  some  extent.  The  heart  muscle  Avas  normal 
Death  occurred  from  asphyxia,  and  there  Avas  no  Aasceral 
mischief. 

VOL.  v.  9 
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(b)    IVifh  Reference  to  the  Anxsthetic  [Delayed  Chloroform 

Poisoning) . 

Of  deaths  following  operations  which  were  performed 
nnder  carbolic  spray,  and  for  wdiicli  chloroform  was  the 
anaesthetic,  three  examples  came  under  my  notice. 

A  g'irl,  aged  4  years,  with  healthy  organs  and  normal 
temperature,  had  her  knee  excised  for  pulpy  disease  by  Sir 
H.  (t.  Howse.  vShe  did  not  take  the  anesthetic  well,  the 
breathing  l)eing  "  uncertain."  She  was  not  sick  after  the 
operation  and  slept  during  the  night  at  short  intervals. 
The  following  day  at  3  p.m.  the  temperature  had  risen  to 
102"6°  F.  She  was  restless  and  fretful,  but  not  sick. 
During  the  night  she  lay  quiet,  Avith  her  eyes  partially 
closed,  "  starting  occasionally,  with  tAvitching  all  over." 
Pulse  very  weak  and  irregular.  Face  and  lips  very  pale. 
She  was  sick  at  8.30  p.m.,  12.15  a.m.,  and  4.30  a.m.  From 
6.30  a.m.  she  was  slightly  convulsed  at  times,  and  on  and 
off  unconscious  all  the  morning.  She  was  sick  after  a  dose 
of  champagne  at  9  a.m.,  and  again  at  12  noon,  when  the 
vomit  was  coffee-coloured.  At  this  time  the  temperature 
w^as  102*4°  F.  Subsequently  she  w^as  sick  immediately 
after  taking  food  or  medicine,  and  she  Avas  unconscious 
after  noon  and  her  face  was  rather  blue.  Subsequently 
the  extremities  became  cold,  and  she  died  at  2.50  p.m., 
aboiit  48  hours  after  the  operation.       There  icas  110  antojysy. 

A  healthy-looking  and  well-nourished  boy,  aged  3  years, 
with  apparently  normal  organs  and  natural  temperature, 
had  his  elbow-joint  excised  by  Mr.  R.  C.  Lucas,  under 
chloroform,  for  pulpy  disease.  He  recovered  perfectly 
from  the  operation,  but  was  very  restless  and  fretful  at 
night,  crying  out  in  his  sleep.  His  temperature  at  3  a.m. 
on  the  night  of  the  operation  Avas  103'8°  F.  The  folloAving 
day  he  Avas  \'ery  c^uiet  and  drowsy,  only  taking  notice  AAdien 
roused  or  spoken  to.  His  face  Avas  pale,  and  he  Avas  A'ery 
thirsty.  The  temperature  at  noon  Avas  103°  F.  During 
the  nio-ht  he  Avas  \'erA"  fretful   and  restless  and  he  AA'as  sick 
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once,  and  tliree  times  after  7.80  a.m.,  and  lie  died  at  12 
mxui,  tlie  tt'iiipenitiire  after  death  l)eing'  10o"4°  F.  For  the 
relief  of  pain  he  was  given  small  doses  of  laudannm. 

An  auto]).sy  was  performed  (in  August)  28  hours  after 
death.  'I'lic  right  auricle  contained  fluid  blood  and  the 
right  ventricle  a  blood-clot ;  the  left  cavities  were  empty. 
Muscular  substance  and  valves  normal.  The  lungs  were 
ci'epitant  and  ccdematous.  The  bronchial  glands  were  en- 
larged and  caseous  all  through.  The  left  upper  lobe  con- 
tained two  small  old  cavities,  filled  with  a  gritty  caseous 
material.  The  mesenteric  glands  enlarged,  but  not  case- 
ous. Liver,  fatty  slightly.  Kidneys  pale,  but  otlierwise 
normal. 

A  boy,  aged  4^  years,  was  operated  upon  by  Mr.  R.  C. 
Lucas  for  hip-disease  under  chloroform.  There  was  no 
sickness  at  the  time  of  operation.  During  the  night  of  the 
operation  he  had  very  little  sleep  and  Avas  very  sick  once. 
The  following  day  the  temperature  at  9  a.m.  was  101'6°  F. 
All  that  day  he  was  very  restless  and  cried  out  with  pain. 
He  was  very  sick  at  8.30  a.m.  and  4.30  p.m.,  and  his  face 
was  livid  at  times.  At  12  midnight  the  temperature  was 
101"6°  F.  He  was  very  restless  all  throuo-h  the  followino- 
night ;  he  had  no  sleep  and  suffered  much  pain.  He  was 
slightlv  sick  twice  and  verv  sick  once  in  the  earlv  mornino- 
hours.  At  9  a.m.  the  temperature  was  102°  F.,  the  ])ulse 
rate  140,  and  the  respiration  rate  40.  All  day  long  he  cried 
out  with  pain,  was  rather  drowsy  at  times,  and  at  3,  4,  and 
7.45  p.m.  Avas  very  sick.  At  9  p.m.  the  temperature  was 
97*8°  F.  He  had  no  sleep  on  the  night  of  this  day,  cried 
out  as  if  in  ])ain,  was  constantly  sick,  got  suddenly  worse 
at  3.15  a.m.,  when  the  temperature  was  101*2°  F.,  and  died 
at  4.5  a.m.  After  the  operation  he  had  loose  motions,  as 
many  as  thirteen  during  one  period  of  twenty-four  hours. 
Autopsy. — "  All  the  organs  were  healthy."  There  was  a 
false  joint  at  the  hip.  A  sinus  led  from  the  acetabulum 
dii'ectly  into  the  bladder.  The  orifice  of  the  sinus  in  the 
bladder  was  surrounded  by  small,  pink,  papillary  excres- 
cences and  quite  circular.     The  urine  was  normal. 
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(5)   Death  from  Uxdetermixed  Cavses. 

The  cases  which  I  am  about  to  relate  probal)ly  all  owed 
their  orijj'in  to  toxa?mia. 

In  relation  to  the  subject  of  delayed  chloroform  poison- 
ing the  following  case  is  not  Avithout  interest  Ijecause 
chloroform  was  not  taken  and  the  symj^toms  were  akin  to 
those  of  delayed  chloroform  ]ioisoning.  A  boy,  aged  2j 
years,  was  admitted  into  hospital  on  July  the  14th  with  the 
following  history:  He  was  always  a  weakly  child.  He 
attended  as  an  out-patient  and  wasted  very  much,  but  then 
gained  flesh,  though  it  was  said  that  vomiting  and  diarrhoea 
never  quite  ceased,  but  he  was  finally  discharged  cured.  On 
July  the  14th  he  was  admitted  because  he  Avas  seriously 
ill.  At  this  date  he  was  a  plump  child  and  somewhat  livid. 
There  were  no  physical  signs.  Pulse  rate  136,  respiration 
rate  32,  and  temperature  99°  F.  July  the  loth — Still  no 
physical  signs.  Temperature  between  101°  F.  and  102°  F. 
Passed  three  loose  motions.  At  8  p.m.  he  became  much 
worse,  the  temperatui"e  rising  to  104"2°  F.,  accompanied  by 
severe  sickness  and  delirium.  The  arms  were  moved  about 
in  a  peculiar  manner  as  if  slowly  convulsed,  and  he  lay 
unconscious.  The  abdomen  was  retracted.  The  optic  discs 
were  perfectly  normal.  Sponging  reduced  the  temperature 
several  degrees,  but  by  midnight  it  had  risen  again  to 
10o"6°  F.  Sickness  continued  throughout  the  night,  the 
convulsions  and  delirium  (which  became  noisy)  being  very 
marked  until  7  a.m.,  when  the  child  died.  Tliel)Owels  were 
opened  twice  during  the  night  and  the  motions  were  natural. 

Antoj)sy  (body  packed  in  ice),  twenty-eight  hours  after 
death.  The  heart  was  empty,  the  bases  of  the  hoigs  con- 
gested. Liver  very  pale,  kidneys  also ;  neither  unduly 
friable.  Spleen  normal;  intestines  and  mesenteric  glands 
normal.  Brain  healthy  throughout.  Longitudinal  sinus 
filled  by  a  loose  and  tolerably  firm  black  clot,  and  connected 
with  it  were  offshoots  from  the  afferent  veins  on  each  side. 

The  anterior  fontanelle  was  about  the  size  of  half  a  crown  ; 
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no  other  siyns  of  rickt'ts.  Tlie  heat  liacl  lieeii  unusually 
oj)pre.s8ive  at  tlie  time,  and  for  some  weeks  prior  to  the 
child's  death  ;  but  toxaemia,  and  not  excessive  heat,  Avas  the 
most  likely  cause  for  death. 

From  narrating  this  case  I  pass  to  another  example  of 
au  unexplained  death  associated  with  jaundice,  fatty 
degeneration  of  organs,  and  swollen  Peyer's  patches.  A 
girl,  aged  23  months,  who  had  all  but  recovered  from 
whooping-cough,  had  been  slightly  jaundiced  for  fourteen 
days  and  was  languid,  feverish,  and  constipated.  The 
day  before  she  Avas  seen  she  appeared  to  be  very  feverish, 
and  vomited  a  quantity  of  yellow  fluid,  and  did  not  sleep 
much.  On  examination  she  was  found  to  be  well  nourished 
and  of  a  ])right  3-ellow  colour.  The  liver  was  large  and 
hard  and  reached  nearly  to  the  umbilicus.  The  spleen 
was  normal.  During  the  night  she  vomited  bloody  fluid 
three  or  four  times ;  she  became  convulsed,  and  the  pulse 
at  the  wrist  was  not  perceptilile.  At  9  a.m.  the  tempera- 
ture had  risen  to  101'8°  F.,  and  she  died. 

Anfop.si/. — Heart  muscle  somewhat  pale.  Under  the 
niicroscope  muscular  tissue  of  the  ventricles  extremely 
fatty,  not  uniformly  so,  however,  for  fibres  with  normal 
striation  were  seen  lying  side  by  side  with  others  in  which 
the  stria?  Avere  completely  masked  by  oil  granules.  Liver 
large  and  hard,  Aveighing  14  oz.,  markedly  mottled,  parts  a 
dirty  yelloAv  hue,  others  a  livid  purple,  passing  gradually 
into  each  other;  no  softening.  Under  the  microscope  the 
liA^er-cells  Avere  extremely  fatty.  Cystic  duct  obliterated 
(?  congenitally),  gall-bladder  full  of  bile-stained  mucus. 
Hepatic  ducts  perA'ious  and  empty.  Pancreas  normal. 
Spleen,  dark  and  firm,  Aveighed  2j  oz.  Kidneys  apparently 
healthy.  Cortex  someAvhat  pale.  Capsule  readily  stripped. 
Under  the  microscope  the  couA^oluted  tubes  of  the  cortex 
Avere  seen  to  be  filled  Avitli  oil.  Urine  not  albuminous, 
depositing  aggregates  of  rounded  granules  stained  of  a 
bright  yelloAv  colour.  No  leucin  or  tyrosin  found  in  this  or 
in  the  hepatic  tissue.  Intestines :  Throughout  the  entire 
length  of  the   small  intestine  from  the  upper  part  of  the 
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jejimuxii  to  the  ileo-caecal  valve  tlie  Peyer's  patches  pre- 
sented a  someAvhat  peculiar  aspect.  They  "were  all  of  a 
dull  purple  colour,  distinctly  elevated  above  the  surface. 
Seen  from  the  peritoneal  surface,  their  colour  was  observed 
to  shine  through,  but  no  dilated  vessels  could  be  seen  run- 
ning across  the  bowels.  The  morbid  change  was  not  more 
advanced  in  one  patch  than  in  another,  those  highest  up 
being  in  precisely  the  same  condition  as  those  at  the 
lower  end  of  the  ileum.  No  signs  of  ulceration  within  the 
gut ;  no  peritonitis  outside  it.  Large  intestine  apparently 
healthy.  In  this  case  also  toxaemia  was  probably  the  cause 
of  death. 

The  following  case  is  also  of  interest  : 

A  girl,  aged  4^  years,  was  admitted  into  hospital  on 
April  the  28th.  Her  illness  was  said  to  have  commenced 
with  a  "  fit  "  seven  weeks  previously,  which  left  her  para- 
lysed, and  since  then  she  had  wasted  considerably.  The 
attack  began  suddenly  with  drowsiness,  followed  in  two 
days'  time  by  frequent  convulsive  attacks,  attended  by 
foaming  at  the  mouth,  cyanosis,  and  struggling,  extending 
over  a  period  of  ten  days.  Since  the  convulsions  she  had 
only  spoken  once,  and  had  not  walked  or  stood.  Bed-sores 
appeared  during  the  ten  days'  convulsive  attack. 

On  examination,  the  child  was  extremely  emaciated.  She 
was  unable  to  speak,  and  did  not  apjDcar  to  recognise  any- 
thing. There  Avas  no  paralysis.  The  pupils  contracted  to 
light  and  were  equal.  There  were  large  bed-sores  over  the 
sacrum,  trochanters,  the  lower  dorsal  vertebr8e,  and  the 
right  shoulder.  Elsewhere  the  skin  was  purpuric,  and 
there  was  a  large  petechial  patch  over  the  back  of  the  left 
hand.  Urine  and  ffeces  were  passed  involuntarily.  She 
could  sAvallow  liquids,  and  these  only  with  difficulty.  The 
following  day  (April  the  29th)  she  developed  emphysema 
of  the  face,  both  scapulae,  the  sides  of  the  neck,  and  the 
cheeks.  By  May  the  1st  the  emphysema  had  extended  to 
both  eyelids  and  to  the  abdomen,  and  on  May  the  9th  she 
died  quietly  and  somewhat  suddenly. 

Autopsy. — Brain  normal  to  the  naked  eye.     Lnngs  :  Slight 
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patches  of  pneumonia  at  the  extreme  bases  posteriorly^ 
along  with  hypostatic  congestion  and  ecchymoses  under 
the  pleura.  Nothing  to  account  for  the  emphysema  in 
the  lungs  or  in  the  mediastinum.  Liver :  Very  fatty. 
Organs  normal  otherwise.  The  air  was  found  to  extend 
over  the  scalp  as  high  as  the  zygoma  on  each  side  and 
over  the  trunk  as  before  mentioned.  The  limbs  were  free. 
The  emphysema  is  difficult  to  explain.  Gas-forming 
bacilli  in  the  tissues  are  not  likely  to  have  been  present. 
In  this  instance  a  microscopical  examination  of  the  brain 
would  probably  have  revealed  some  alterations  in  the 
cortex. 

A  girl,  aged  14  months,*  enjoyed  excellent  health  until 
she  fell  from  a  chair  on  the  back  of  her  head  on  June  the 
20th.  She  was  sick  after  the  fall,  and  twice  the  day  fol- 
lowing, when  she  was  also  drowsy.  In  the  evening  of  June 
the  22nd  she  was  thought  to  have  had  a  blow  on  the  ear, 
which  was  found  to  be  red  and  blistered  in  the  upper  half. 
On  the  24th  she  was  comatose,  face  pale,  extremities  cold, 
pulse  quick,  pupils  equal,  reacting  to  light;  respiration 
shallow  and  irregular,  head  retracted,  temperature  102°  F., 
slight  clonic  convulsions  on  both  sides,  fundus  oculi 
normal.  On  the  25th  the  temperature  at  6  p.m.  was 
104-8°  F.,  and  at  12  p.m.  106-6°  F.,  when  her  pulse  was 
very  weak.  On  the  26th  she  was  slightly  sick  once.  The 
right  extremities  were  quite  hot  and  the  left  veiy  cold; 
twitching  was  more  marked  on  the  left  side  of  the  body. 
The  pulse  was  very  weak.  At  noon  the  temperature  was 
107-6°  F.  The  following  night  the  pulse  was  frequently 
imperceptible  at  the  wrist,  the  breathing  laboured,  the 
face  twitching,  and  the  extremities  cold.  She  died  at 
10-45  a.m.  on  the  27th. 

Autopsy. — Brain  appeared  normal  to  the  naked  eye. 
Patches  of  collapse  in  both  lungs.  Stomach  stained  with 
dark  brown  j^atches  of  blood  on  the  mucous  membrane.  Pus 
in  the  middle  ear,  all  organs  otherwise   free  from  disease. 

*  "  A  Case  of  Acute  Middle-Ear  Disease  simulating-  lutra-Cranial 
Disease — Hyperpyrexia,  '  Pediatrics,'  vol.  ii,  pp.  430,  432. 
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No  tubercle.     Here  also  toxa?inia  was  probably  the  cause 
of  death. 

{Read  December  tlie  IQtli,  1904.) 

Discussion. 

Dr.  Leonard  Quthrie  proposed  to  confine  his  remarks  to 
the  question  of  unexpected  or  sudden  death  happening  after 
rapid  healing  of  certain  cutaneous  eruptions  of  a  general  cha- 
racter. First  of  all  with  regard  to  cases  of  syphilis.  Fifteen 
years  ago  he  had  met  Avith  a  series  of  cases  of  congenital  syphilis 
in  childi-en  2  or  3  months  old,  which  were  brought  up  to  hos- 
pital with  widespread  syphilitic  eruption,  snuffles,  excoriations 
aliout  the  mouth  and  nose,  and  the  usual  desquamation  of  the 
palms  of  the  hands  and  the  soles  of  the  feet.  As  he  (Dr.  Guthrie) 
was  brought  up  in  the  belief  that  children  took  mercury  Avell, 
he  gave  mercury,  internally  by  means  of  hydrargyrum  ciim 
creta,  and  outwardly  as  an  ointment  to  the  soles  of  the  feet,  or 
applied  to  a  bandage  which  was  fastened  round  the  abdomen  or 
thighs.  In  a  week  or  ten  days  the  child  woidd  look  extremely 
well,  the  eruption  disappeared,  and  everyone  was  pleased  with 
the  result.  At  the  next  visit  the  mother  would  arrive  at  the 
hospital  without  the  child  and  ask  for  a  death  certificate,  stating 
that  all  had  gone  well,  the  neighbours  admiring  the  rapid  pro- 
gress, la;t  that  afterwards  the  child  became  drowsy  and  vomited 
and  died  after  convulsions.  He  had  not  the  opportunity  of 
making  a  post  mortem  in  such  cases,  but  he  concluded  that  in  all 
probaV)ility  there  was  some  sy^jhilitic  disease  in  the  kidneys,  and 
that  death  was  due  to  uraemia  set  up  by  the  action  of  the  mercury 
in  increasing  the  deficiency  of  those  organs  in  elimination.  At 
all  events,  after  that  experience  he  took  to  treating  children  very 
much  more  cautiously  with  mercury,  and  had  continued  to  do  so 
ever  since.  It  was  his  practice  now  to  give  them  closes  of  not 
more  than  |th  grain  of  hydrargyrum  cum  creta  in  cases  where 
there  was  a  copious  cutaneous  eruption.  Next,  he  woidd  like  to 
know  if  memliers  had  met  with  cases  of  chronic  eczema  of  long- 
standing character  which  had  Ijeen  followed  by  rapid  healing, 
and  then  very  ^^nexpected  death.  A  child,  aged  2  years,  had 
had  chronic  eczema  during  most  of  its  life.  It  was  admitted  into 
hospital  and  treated  in  a  very  simple  way,  though  he  did  not 
remember  how,  probably  by  oxide  of  zinc  ointment,  and  the 
child  began  at  once  to  improve.  In  a  week  or  ten  days  the 
eruption  had  nearly  gone.  The  improvement  was  so  remarkable 
that  the  matron  drew  the  mother's  attention  to  it,  and  the  mother 
remarked  "  I  feel  sure  you  are  curing  that  too  quickly."'  The 
matron  regarded  it  as  an  old  wife's  tale,  but  the  next  day  the 
child  had  symptoms  of  gastro-enteritis  and  died.     Post  mortem 
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a  marked  couclitiou  of  congestion  was  found  in  almost  tlie  whole 
gastro-intestiual  tract.  There  were  patches  of  injected  arborising- 
vessels,  SAvollen  and  inflamed  mucous  membrane,  and  the  Peyer's 
patches  were  raised  above  the  surface  and  were  dark  red  in  colour. 
Another  case  was  that  of  a  child  who  was  brought  to  the  hospital 
with  extensive  ringworm  of  the  scalp.  An  ointment,  containing 
cantharide  and  red  oxide  of  mercury,  was  prescribed,  the  mother 
being  directed  to  rub  small  portions  of  it  into  small  areas  of  the 
scalp  at  a  time.  But  she  plastered  it  over  the  whole  head,  and 
in  twenty -four  hours  the  patient  died.  He  made  a  post-mortem 
examination  and  discovered  hypersemia  of  the  brain  and  con- 
gestion of  the  kidneys,  but  nothing  else.  What  was  the  explana- 
tion ?  He  believed  in  some  instances  the  death  might  be  due 
to  poisonous  applications  absorbed  through  the  cutaneous  sur- 
face, which  was  denuded  of  epithelium.  But  that  would  not 
account  for  all,  and  he  was  inclined  to  think  there  was  some 
ground  for  the  prevalent  belief  in  the  harmfulness  of  "  driving 
in  "  an  eruption,  as  it  was  called. 

Mr.  George  Pernet  had  had  a  large  experience  of  congenital 
syphilis  in  children,  in  the  Skin  Department  of  University 
College  Hospital  and  elsewhere,  and  it  was  his  custom  to  order 
1  gr.  of  hydrargyrum  cum  creta  three  times  a  day  ;  in  some 
cases  unguentum  hydrargyri  on  the  binder  was  prescribed. 
Yet  as  far  as  he  could  remember  there  had  not  been  any 
instance  of  sudden  and  unexpected  death.  Had  such  occurred, 
application  would  have  been  made  to  the  hospital  for  a  death 
certificate,  as  such  children  were  not  usually  attended  by  a 
practitioner  outside.  In  congenital  syphilis,  of  course,  "snuffles" 
was  a  very  important  factor  and  recjuired  careful  treating,  for 
infants  affected  in  this  way  tended  to  go  down-hill  rapidly 
from  streptococcal  infection  and  malnutrition.  With  reference 
to  chronic  eczema,  the  Skin  Department  of  University  Col- 
lege Hospital  had  to  deal  Avitli  many  siich  cases  in  children, 
and  efforts  were  certainly  directed  to  curing  the  skin  as  quickly 
as  possible.  Many  such  cases  had  been  in-patients,  and  he 
could  not  recall  one  which  had  died  suddenly  as  a  result  of 
curing  the  morbid  cutaneovis  condition.  The  status  lymphati- 
cus,  about  which  they  had  heard  a  good  deal  recently,  may  have 
had  something  to  say  in  the  matter.  He  had  certainly  been 
told  by  old  patients  that  when  their  weeping  eczema  was  cured 
they  did  not  feel  so  well  in  general  health.  He  had  felt  there 
might  be  something  in  the  contention  of  such  patients.  Per- 
haps the  oozing  surface  gave  the  inadequate  kidneys  a  rest  and 
helped  them  in  that  way. 

Mr.  Arthur  Edmunds  drew  attention  to  an  experience  of  his 
own  which  he  lielieved  threw  some  light  on  the  too  rapid  healing 
of  cutaneous  eruptions.  The  patient  was  a  girl  who  had  Ijeen 
severely  burnt  all  over  one  side,  producing  an  extensive  granu- 
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latiug  surface,  which  was  infected,  causing  serious  constitutional 
disturl)ances.  Under  the  hospital  rrgime  she  improved.  Then 
an  attempt  was  made  to  skin-graft,  the  operations  extending 
over  a  long  period  on  account  of  the  amount  of  surface  involved. 
It  was  found  repeatedly  that  if  too  large  an  area  of  skin  were 
covered  she  woidd  suddenly  get  very  ill,  with  a  temperature 
and  a  mild  attack  of  septicaemia.  The  interpretation  of  that 
in  his  mind  was  that  a  skin-graft  would  be  successful  on  a 
septic  surface,  though  of  course  it  was  better  to  have  few  or  no 
organisms  there  ;  that  on  a  granulating  surface  there  was 
free  drainage  of  products,  l)ut  the  grafting  corked  them  up 
and  the  drainage  was  checked.  The  absorption  of  the  products 
was  thus  facilitated,  with  the  consequent  deterioration  of  health. 
In  the  cases  of  that  kind,  if  a  limited  checking  of  free  discharge 
could  produce  septicaemia,  it  was  only  a  matter  of  degree  for  it 
to  be  capable  of  causing  death. 

Dr.  Edmund  Cautley  desired  to  say  a  word  as  to  the  import- 
ance of  the  suljject  from  the  point  of  view  of  the  general  prac- 
titioner, for  in  most  of  the  cases  which  died  suddenly  it  was 
he  who  would  be  consulted  during  the  acute  illness  or  actually 
when  the  child  Avas  dead,  and  he  would  have  to  make  his  diagnosis 
either  during  the  acute  onset  or  at  the  post  mortem.  For  that 
reason  the  subject  deserved  thorough  ventilation.  He  would  quote 
two  cases  which  came  under  his  notice  as  showing  the  difficulty 
of  post-mortem  diagnosis.  One  was  a  baby,  aged  9  weeks,  who 
had  been  suffering  from  wasting  and  improper  feeding.  He  saw 
him  on  one  day  only,  and  death  ensued  early  the  next  morning. 
The  autopsy  was  made  by  a  general  practitioner,  who  foimd  the 
intestines  empty,  the  agminated  glands  above  the  ileo-caecal 
valve  distinctly  inflamed,  but  no  inflammation  in  the  rest  o5 
either  the  small  or  the  large  intestine.  The  mesenteric  glands 
were  swollen  and  enlarged.  The  general  practitioner,  as  the 
result  of  the  autopsy,  gave  evidence  at  the  inquest  that  the 
child  died  from  "  mesenteric  disease,"  though  he  (Dr.  Cavitley) 
confessed  he  did  not  know  what  that  was.  The  child  was 
found  dead  in  its  "  pram.''  by  the  side  of  the  bed  in  the  early 
morning,  and  it  might  have  been  from  status  lymphaticus.  If 
more  were  known  about  that  subject,  it  might  be  possible  to 
diagnose  it  post  mortem.  The  other  case  was  a  child,  aged 
9  months,  the  first-born,  illegitimate,  insured,  and  bottle-fed. 
None  of  those  conditions  were  conducive  to  long  life.  He  saw 
it  in  the  Out- Patient  Department,  and  apparently  did  not  think 
it  seriously  ill,  because  he  did  not  take  it  into  the  hospital.  It 
died  suddenly  the  same  night  at  seven  o'clock.  The  post- 
mortem examination  was  made  by  a  general  practitioner  in  the 
district,  who  found  enlarged  Peyer"s  patches  and  haemorrhage 
into  the  stomach,  and  on  that  evidence  ascrilied  death  to  typhoid 
fever.     He  thought  this  also  might  have  been  a  case  of  status 
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lynipliaticus.  In  neither  of  these  cases  was  any  evidence  given 
as  to  the  condition  of  the  thymus  gland.  A  more  common  type 
was  that  of  death  occnrring  suddenly  in  the  course  of  marasmus, 
though  the  child  w'as  going  on  apparently  perfectly  w^ell.  The  fol- 
lowing was  an  instance.  A  child  weighing  4  lbs.  10  oz.,  at  7 
weeks  old,  had  attained  the  w^eight  of  10  lbs.  4  oz.  at  7  months  old. 
It  had  one  fit  ten  weeks  before  death.  Two  days  before  death 
it  had  looked  extremely  well,  and  he  had  made  a  note  to  that 
effect.  It  gained  12  oz.  during  the  Aveek,  though  the  diet  had 
been  the  same  during  the  last  two  weeks  of  life.  The  child  was 
found  dead  in  lied,  with  the  face  biu'ied  in  the  pillow.  It  was 
obvious  that  without  careful  examination  post  mortem  one 
could  not  assign  the  cause  of  death,  and  even  as  a  result  of  such 
examination  one  could  not  be  certain.  It  might  have  been  due 
to  a  tit,  seeing  that  the  child  had  had  one  ten  weeks  before.  On 
the  other  hand,  it  might  have  been  "  overlaid,"'  or  have  died  from 
status  lymphaticus.  He  also  referred  to  the  fact  that  the 
thymus  was  rarely  examined  in  any  such  cases  ;  seldom  was 
there  any  mention  of  that  gland  in  the  post-mortem  records — 
i.  e.  in  cases  which  died  outside  the  hospital.  Even  when  they 
were  examined  by  a  special  pathologist  the  state  of  the  thymus 
was  not  ahvays  mentioned.  The  cases  referred  to  by  Dr. 
Macalister  were  interesting  and  of  extreme  importance  ;  it  was  a 
condition  which  was  recognised,  but  he  (Dr.  Cautley)  had  not 
encovmtered  any  such  cases.  He  did  not  agree  with  Dr. 
Macalister  that  the  bath  water  was  certainly  the  cause  of  death 
in  the  cases  mentioned,  though  proliably  the  death  w^as  due  to 
toxic  causes :  90,000  microbes  per  culjic  millimetre  was  nothing 
very  startling.  No  doubt  death  was  due  to  a  toxine  acting  on 
the  nerve-centre,  but  he  could  not  subscribe  to  the  view  that  the 
toxine  was  in  the  bath  water. 

The  Chairman  ( Dr.  Frederick  Taylor)  remarked  that  he 
had  said  earlier  in  the  meeting  that  nearly  everything  in  con- 
nection with  the  subject  must  have  been  exhausted,  but  one 
occasional  cause  of  sudden  death,  at  any  rate  amongst  adults, 
had  not  been  mentioned,  namely,  sudden  death  in  chronic  fatal 
diseases.  Probably  all  had  seen  cases  of  patients  extremely  ill 
with  a  disease  not  necessarily  immediately  fatal,  such  as  phthisis, 
who  died  suddenly  without  any  adequate  explanation  of  it.  He 
supposed  that  there,  as  in  many  of  the  other  cases,  toxaemia 
might  be  the  cause  ;  one  had  thought  of  such  cases  living  on  the 
edge  of  a  precipice  and  at  length  falling  over,  the  falling  over 
probably  meaning  an  additional  dose  of  the  toxine  which  they 
had  in  their  system  day  after  day  and  month  after  month. 
When  this  occurred  in  the  case  of  phthisis  one  naturally  thought 
of  pneiuno-thorax  and  other  contingencies,  such  as  internal 
haemorrhage,  but  after  death  nothing  could  be  found  in  the  body 
except  the  extensive  lesions  of  the  disease  which  w'ere  previously 
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Icnowu  to  be  present.  He  had  elsewhere  I'ecorded  a  case  of 
phthisis  which  had  been  imder  his  care  at  the  Evelina  Hospital 
for  some  time.  The  mother  came  for  a  certificate  of  death  and 
stated  that  the  child  had  suddenly  died.  He  made  a  post 
mortem  and  fovmd  that  the  larvnx  was  obstructed  bv  a  pea, 
which  the  child  must  have  accidentally  sucked  into  that  position. 
The  ol)jects  of  medical  efforts  were  cure  and  prevention.  There 
was  no  cure  for  sudden  death.  The  only  case  in  which  that  had 
been  touched  on  was  one  hx  Dr.  Macalister,  and  there  the  death 
was  not  sudden.  With  regard  to  prevention,  all  memljers  would 
like  to  review  what  had  been  said  that  evening,  to  see  where 
prevention  could  come  in.  Of  course,  it  was  the  business  of  the 
surgeon  to  prevent  as  far  as  possible  the  accidents  Avhicli  must 
sometimes  occur  in  their  practice,  and  the  same  must  be  said 
with  regard  to  anaesthesia,  which  Dr.  Blunifeld  had  fully  dis- 
cussed. But  in  many  of  the  toxic  cases  it  was  much  more 
ditficult  to  see  how  the  dangers  could  be  prevented.  It  was  a 
question  of  dosage,  and  that  was  a  thing  which  the  medical  man 
could  not  measure.  Probalily  the  subject  of  lymphatism  fell 
imder  the  same  heading,  though  he  did  not  know  that  any  detail 
had  been  forthcoming  as  to  how  lymphatism,  or  even  an  enlarged 
thvmus,  brought  about  sudden  death. 


.  38.  TWO  CASES   OF   YOLKMANN'S   CONTEACTUEE. 

By   FEANCTS    JAFFEET. 

Mk.  Jaffrey  showed  two  cases  of  Tolkman's  contracture. 

Case  1. — H.  S- — ,  aged  2.^  years,  was  first  seen  by  him 
two  months  after  the  original  accident.  She  fell  off  a  chair 
and  broke  her  right  forearm.  Splints  were  applied  in  the 
usual  w^ay  (anterior  and  posterior),  and  two  days  later  the 
limb  was  X-rayed,  when  the  forearm  appeared  natural, 
though  slighth'  swollen.  On  the  fourth  day  a  pressure  sore 
appeared  on  the  front  and  somewhat  on  the  radial  aspect 
of  the  forearm.  Five  weeks  later  it  was  noticed  that  the 
child  could  not  open  her  hand. 

When  Mr.  Jaffrey  saw  the  patient,  on  August  the  12tli, 
1904,  there  was  a  scar  on  the  anterior  and  radial  side  of 
the  right  forearm.     The  fingers  were  strongly  flexed,  the 
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index  finger  being  most  affected.  She  could  not  extend 
her  fingers  and  the  wrist  at  the  same  time.  The  general 
nutrition  of  the  forearm  appeared  good. 

Case  2.  — V.  F — ,  aged  7  years^  'was  brought  to  Mr. 
Jaffrey  early  in  September^  1904,  with  a  history  of  having 
fallen  d(jwn  a  flight  of  stairs  and  breaking  the  right  fore- 
arm. She  Avas  treated  by  the  application  of  splints,  and  a 
feAv  days  later  a  pressure  sore  a])peared  on  the  centre  of 
the  forearm  in  front  and  another  one  on  the  dorsum  over 
the  wrist.  Flexion  of  the  fingers  was  noticed  within  a 
month  of  the  accident. 

When  seen  by  him  on  January  the  9th,  1905,  there  was 
marked  atrophy  of  the  muscles  of  the  forearm  and  flexion 
of  the  fingers,  the  little  finger  being  the  least  affected. 
The  anterior  pressure  sore  was  not  healed.  The  skin  of 
the  hand  and  fingers  was  somewhat  glossy. 

Both  these  cases  are  typical  examples  of  A^olkmann^s 
contracture.  Unfortunately,  the  electrical  reactions  have 
not  been  tried.  The  treatment  adopted  was  massage  and 
galvanism  ;  the  only  improvement  that  Avas  noticed  was 
that  the  skin  of  the  hand  lost  its  glossy  appearance  in  the 
second  case.  It  was  also  observed  in  this  case  that  there 
was  a  distinct  arrest  of  the  growth  of  the  bones  of  the  fore- 
arm. The  chief  interest  in  the  cases  now  is  as  to  what 
treatment  should  be  adopted.  Mr.  Jaffrey  suggested 
cutting  down  and  lengthening  the  flexor  tendons. 

{Eovhihited  January  the  26th,  1905). 

Discussion. 

The  Chairman  (Dr.  Percy  Lewis')  (Folkestone)  thought  it 
would  be  well  to  carry  out  the  procedure  mentioned  by  Mr.  Robert 
Joues,  of  Liverpool,  in  cases  of  infantile  paralysis  with  con- 
tracture, namely,  putting  the  fractured  limits  in  splints  designed 
to  stretch  the  contracted  muscles,  readjusting  the  splints  two  or 
three  times  a  week,  and  increasing  the  tension  of  the  muscles  at 
each  fresh  application.  The  lengthened  muscles  were  thus 
allowed  to  contract  Ijy  never  being  stretched,  while  the  shortened 
ones  became  elongated. 

Dr.  William  Ewart   said  the  treatment  mentioned  bv  Dr. 
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Lewis  as  haviui^-  come  from  Liverpool  had  been  applied  Ly  him- 
self some  years  ago,  when  oue  of  his  house-physicians  helped 
him  to  construct  a  small  apparatus  for  a  case  of  dropped  wrist. 
It  occurred  to  him  that  it  was  essential  for  a  recovery  of  power 
in  the  over-stretched  muscles  to  give  them  physiological  rest 
from  stretching  hv  taking  off  the  weight  of  the  hand  from  the 
limb.  An  armlet  was  made  with  elastic  traction  so  that  the 
wrist  was  held  up.  This  he  believed  to  be  the  first  indication  in 
all  treatment  of  partial  paralysis  of  a  linab  where  a  set  of  muscles 
antagonised  and  overcame  the  feebler  muscles  opposed  to  them. 
The  second  principle  of  treatment  was  to  afford  the  muscles  a 
slight  degree  of  exercise,  beginning  with  passive  movement;  and 
the  third  to  supply  them  with  plenty  of  nourishmeiit. 

Mr.  Donald  Armour  said  a  point  often  lost  sight  of  was  the 
necessity  for  taking  down  the  splints  and  thoroughly  cleaning 
the  parts,  not  allowing  the  limb  to  remain  more  than  three  or 
four  days  to  a  week  without  being  taken  out.  Certainly  the 
splints  should  be  removed  at  the  end  of  the  first  forty-eight 
hours,  and  the  limli  thoroughly  cleaned  again  liefore  replacing 
the  splints.  The  skin  of  fractured  limbs  in  children  ulcerated 
with  sin-prising  rapidity  beneath  badly  applied  splints. 

Dr.  Leonard  Guthrie  pointed  out  that  in  Mr.  Jaffrey's 
second  case  there  was  a  distinct  difference  in  size  between  the 
two  arms  ;  the  injured  left  forearm  was  much  less  developed  than 
the  right.  He  had  a  man  under  care,  aged  50  years,  who  met 
with  that  accident  and  had  that  complaint  at  the  age  of  6  years, 
and  the  forearm  remained  at  the  size  it  must  have  been  when  the 
accident  occurred.  There  had  been  considerable  argument  as  to 
whether  Volkmann's  contracture  was  due  to  pressure  on  the 
nerves  or  on  the  vessels,  or  to  myositis  caused  by  pressure.  Pre- 
sumably it  might  be  all  three ;  more  likely  it  was  the  circulation 
Avhich  stopped  and  almost  killed  the  part.  He  thought  the 
muscles  were  disorganised,  and  he  doubted  whether  that  could 
be  recovered  from,  though  the  contractures  and  deformities  might 
l)e  remedied  Iw  operation. 

Mr.  Francis  Jaffrey.  in  reply,  said  he  would  try  the  exten- 
sion method  mentioned  by  the  Chairman.  He  had  not  previously 
had  an  instance  of  the  condition  to  treat.  The  retardation  of 
growth  mentioned  by  Dr.  Gruthrie  had  been  noticed,  and  that  was 
why  he  (Mr.  Jaff'rey)  suggested  cutting  down  on  the  tendons  and 
lengthening  them.  Cleaning  the  part  frequently  Avas  essential 
in  all  fractures.  Pressure  sores  were  easily  obtained,  especially 
over  the  malleoli,  where  there  was  no  negligence,  because  such 
parts  easily  l)ecame  septic.  They  should  be  dressed  with  antiseptic 
gauze.  He  could  not  say  whether  there  had  been  negligence  in 
those  particular  cases,  because  he  did  not  see  them  in  their 
early  stages.  In  the  case  of  the  smaller  child  the  splint  w^as 
taken  off'  at  the  beginning  of  the  fourth  dav,  and  even  then  the 
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skin  had  bejj;iui  t«>  slouii-li,  and  tlie  house-surgeon  said  it  was  not 
too  tio-ht. 


39.  FIBEOMA   OF  LAEYNX. 
By  WILLIAM   HENRY   KELSON,  M.D. 

A.  C — ,  aged  0  years,  was  broug-lit  to  the  London  Throat 
Hospital  coni]ihiinino'  of  loss  of  voice  of  three  years'  dura- 
tion. I'liere  was  no  evidence  of  lung  disease  or  hereditary 
.'syphilis,  but  the  aifection  appeared  to  have  folloAved  an 
attack  of  measles.       The  hoarseness  had  recently  increased. 

On  examluatimt  a  pinkish  growth  Avas  seen  to  be  occupy- 
ing the  anterior  commissure  and  right  cord  anteriorly,  and 
this  prevented  the  a]iposition  of  the  vocal  cords.  The 
growth  was  removed  througli  the  nmuth  under  chloroform, 
on  recovering  from  wdiich  the  voice  was  found  to  be  clear. 

MicrostcopicaJIi/  the  groAVth  was  found  to  consist  of 
fi]»rnus   tissue   and   dihited  vessels. 

[Ed'hihifed  Janvarii  fJtP  20/7/,   190.5.) 


40.  LUPUS   OF   LAEYNX. 
By   WILLIAM   HENRY  KELSON,  M.D. 

A.  D — ,  aged  12  years,  came  complaining  of  loss  of  voice 
of  a  year's  duration.  There  was  no  evidence  of  hano- 
disease  or  hereditary  sy]ihilis,  and  no  tubercle  bacilli  w^ere 
found  in  the  sputa. 

On  examination  the  iipper  part  of  the  e]:)iglottis  was 
found  to  be  wanting,  and  its  stump  was  thickened  and 
covered  with  red  papules.  The  ventricular  bands  were 
similarly  affected,  as  also  the  left  vocal  cord  and  anterior 
commissure  ;  a  portion  was  removed  and  the  disease  was 
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considered  to  be  lupus.  Neither  arsenic  nor  anti-sypliilitic 
remedies  affected  it,  hut  marked  improvement  followed  the 
intra-laryngeal  application  of  the  g'alvano-cauterv,  the 
voice  returning. 

Discussion. 

The  Chairman  (Dr.  Percy  Lewis)  (Folkestone)  asked 
whether  Dr.  Kelson  gave  cocaine  to  the  Lupus  case  or  an 
anaesthetic. 

Dr.  W.  H.  Kelson,  in  reply,  said  part  of  the  epiglottis  of 
the  Lupus  case  was  removed  under  cocaine.  The  chief  difficulty 
in  the  removal  of  laryngeal  growths  often  resolved  itself  into 
that  of  properly  cocainising  the  patient.  He  had  tried  eucaine,  but 
without  finding  it  at  all  satisfactory  ;  it  did  not  seem  to  produce 
the  same  absolute  relaxation  which  was  requisite  when  dealing 
with  many  laryngeal  growths.  Cocaine  was  also  subsecpiently 
nsed  for  the  cauterisations.  There  were  never  any  cedema  or 
other  unsatisfactorv  svmptoms  following. 

{Exhihited  Jamiary  the  20th,  1905). 


41.  A   CASE   OF   AOETIC   DISEASE. 

By   LEONAED   GUTHEIE,   M.D. 

De.  Leonard  Gutheie  sho-\ved  a  girl,  aged  12  years,  who 
had  been  exhibited  at  the  Society  in  December^  1903 
('  Reports,'  vol.  iv,  pp.  67-9),  as  a  case  of  aortic  stenosis. 
The  left  ventricle  was  hypertrophied,  a  systolic  bruit  was 
heard  at  the  base  of  the  heart,  loudest  over  the  pulmonary 
valves,  conducted  into  the  great  vessels  of  the  neck,  audible 
faintly  at  the  apex  and  in  the  axilla,  and  lieard  more 
intensely  between  the  left  scapula  and  spine.  There  was  no 
aortic  diastolic  bruit.  At  the  apex  there  was  some  semblance 
of  a  presystolic  thrill  and  bruit,  which  he  attributed  to 
asymmetry  of  the  two  sides  of  the  heart,  and  not  to 
valvular  mitral  disease.     He  believed  there  was  some  con- 
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o-eiiital  iiialfonnation  in   tlic   iieiti'hbourhood  of   the   aortic 
valves,  l)ut  tlie  u'irl  ^vas  hiu'hly  rheumatic. 

{E.i'JiihifruJ  January  the  20fl,,  1905.) 

Discussion. 

Dr.  C.  W.  Chapman  said  he  agreed  Avith  Dr.  Guthrie  as  to 
the  aortic  lesion,  but  not  with  regard  to  the  niitrah  He  heard 
a  presystolic  murmur  when  the  child  was  lyiug  down.  When 
sitting  up  he  heard  a  divided  first  sound.  He  believed  there  was 
a  lesion  of  both  valves.  He  I'emembered  seeing  the  case  when 
last  exhibited  and  discussing  it. 

Dr.  Robert  Hutchinson  thought  there  was  no  doubt  about 
the  aortic  stenosis  from  the  position  and  character  of  the  mi;rmur. 
He  agreed  with  Dr.  Chapman  that  there  was  some  mitral  sten- 
osis. He  thought  that  it  was  not  merely  a  reduplicated  first 
sound,  but  an  incipient  bruit  of  mitral  stenosis.  It  was  known 
that  a  mitral  stenosis  murmur  often  took  long  to  develop.  If 
the  case  were  seen  at  the  end  of  still  another  year,  he  thought  it 
would  be  found  that  there  was  then  a  distinct  mitral  stenotic 
murmiu"  in  addition  to  the  aortic  one. 

Dr.  Alexander  Morison  thought  there  was  likely  to  be  some 
pulmonary  arterial  disease  in  the  present  case  from  the  booming 
character  of  the  bruit,  which  Avas  suggestive  of  a  hsemic  bruit. 
On  examining  the  case  that  day  when  lying  in  the  hospital  he 
thought  the  thrill  at  the  apex  was  dependent  upon  valvular 
disease  of  the  mitral  orifice.  He  believed  it  to  be  a  developing 
constriction  of  the  mitral  orifice,  not  yet  very  complete ;  and  it 
seemed  to  him  that  the  more  intense  bruit  found  in  the  pulmonary 
area  might  possibly  he  due  to  the  propagation  of  vibrations  to 
the  auricular  appendix.  There  had  been  a  good  deal  of  con- 
troversy over  the  production  of  a  bruit  in  the  neighbourhood,  and 
in  this  manner — the  question  was  raised  originally,  he  believed, 
by  the  late  Dr.  George  Balfour. 

Dr.  William  Ewart  said  that  any  opinion  formed  from  the 
limited  opportimities  afforded  when  the  case  was  exhibited  was 
necessarily  conditional,  and  those  who  examined  the  case  quietly 
in  more  favourable  circumstances  could  form  a  better  opinion. 
Nevertheless  he  had  succeeded  in  making  the  following  definite 
observations.  In  the  first  place,  there  was  dxdness  to  the  left 
of  the  manubrium,  which  was  mentioned  in  some  cases  of  per- 
sistent diictus  arteriosus.  Secondly,  there  was  as  high  up  as 
the  first  interspace  considerable  vascular  excitement  and  loud- 
ness of  the  second  sound,  as  if  the  pulmonary  artery  reached 
higher  up  than  normal.  Thirdly,  when  the  patient  sat  up  one 
could  hear,  with  a  rigid  stethoscope,  a  distant  rumble  during  the 
otherwise  silent  interval  of  diastole,  which,  of  course,  might  be 
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of  veuoiis  origin.  He  would  he  glad  if  the  patient  could  be  kept 
under  observation  and  brought  again  later.  He  thought  from 
the  nature  of  the  second  sound  that  there  was  no  disease  of  the 
aortic  valves,  ln;t  it  was  possible  that  there  might  be  a  constric- 
tion of  the  calibre  of  the  aorta,  though  he  found  no  evidence  of 
it.  The  loudness  of  the  mm'niur  might  perhaps  be  accounted 
for  bv  some  roughness  of  the  surface  of  the  aorta,  but  it  was 
almost  too  loud  for  such  a  modest  origin.  He  was  still  inclined 
to  think  that  there  might  be  some  congenital  defect  of  the  pul- 
monary valves,  that  the  ductus  arteriosiis  might  be  patent,  and 
that  the  proximal  part  of  the  pulmonary  artery  might  be  dis- 
tended and  thus  give  rise  to  the  dulness  mentioned. 

Dr.  Edmund  Cautley  said  it  was  interesting  that  Dr. 
Gruthrie  should  still  he  so  confident  after  the  lapse  of  a  year, 
and  as  Dr.  Gruthrie  had  ample  opportunities  of  examining  the 
case  one  was  loth  to  disagree  with  him.  He  agreed  that  there 
was  a  systolic  murmur  at  the  base,  and  thought  that  there  was  a 
short  presystolic  murmur  at  the  apex — i.e.  there  was  some  con- 
traction of  the  mitral  valve.  He  thought  there  was  a  presystolic 
thrill  there  at  times,  and  in  addition  a  highly  accentuated  pul- 
monary second  sound.  If  such  a  view  were  accepted,  it  would 
account  to  some  extent  for  the  character  of  the  pulse.  A  pulse 
exaggerated  on  account  of  the  hypertrophy  might  decrease  in 
size  from  commencing  mitral  stenosis.  The  basic  murnuir  varied 
a  good  deal  with  the  position,  and  it  was  a  possible  view  that  the 
murmur  Avas  not  intra-cardiac  but  due  to  the  pulmonary  artery 
being  unduly  in  contact  with  the  chest- wall.  Against  this  view 
it  might  be  urged  that  the  murmur  was  not  sufiiciently  localised. 
Dr.  Gruthrie  laid  considerable  stress  on  the  fact  that  the  systolic 
murmur  was  louder  behind  on  the  right  side  than  on  the  left, 
between  the  scapula  and  the  spine,  as  a  sign  of  aortic  stenosis. 
He  (Dr.  Cautley)  was  not  convinced  that  the  murmurs  of  aortic 
stenosis,  even  in  children,  were  heard  better  on  that  side.  One 
often  saw  it  stated  in  text-books  that  murmurs  on  that  side  were 
more  frecpiently  due  to  pulmonary  or  to  mitral  lesions.  He 
would  like  to  know  on  what  evidence  Dr.  Guthrie  based  that 
statement,  because  it  was  a  pity  it  should  go  out  as  a  statement 
of  fact  from  the  Society  unless  there  was  strong  evidence.  He 
did  not  see  why  a  different  condition  should  be  met  with  in 
children  from  that  present  in  adults. 

Dr.  G.  A.  Sutherland  believed  the  case  to  be  one  of  a  con- 
genital cardiac  lesion  producing  a  double  murmur  of  a  humming 
character  at  the  base,  and  probably  caused  by  a  patent  ductus 
ai-teriosus.  Dr.  Gruthrie  said  the  heart  was  now  in  the  same 
condition  as  it  was  twelve  months  ago,  but  he  (Dr.  Sutherland) 
did  not  recognise  twelve  months  ago  any  mitral  lesion,  though 
this  year  there  Avere  evidences  of  such  in  the  shape  of  a  thrill 
and  also  a  murmur  at  the  apex.     He  did  not  agree  with  other 
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speakers  about  the  timing  of  them.  He  believed  both  tlie  thrill 
and  the  murmur  to  lie  systolic  in  character. 

Dr.  C.  O.  Hawthorne  considered  that  the  facts  supported 
Dr.  G\ithrie"s  hypothesis.  To  his  ear  the  murmur  was  purely 
systolic,  and  he  judged  lioth  this  and  the  exaggerated  second 
sound  to  take  origin  in  the  aorta. 

Dr.  Leonard  Guthrie,  in  reply,  agreed  there  was  nothing 
characteristic  about  the  pulse ;  it  was  not  particularly  high  or 
low  tension.  Dr.  Cautley  had  suggested  that  he  (Dr.  Gruthrie) 
was  of  the  same  opinion  still ;  but  he  had  varied,  because  last 
year  he  showed  the  case  as  one  of  aortic  stenosis,  whereas  he  did 
not  think  it  Avas  so  now,  because  if  so,  by  the  present  time  there 
would  probably  have  been  signs  of  aortic  regurgitation.  He 
believed  it  to  be  some  kind  of  congenital  malformation,  as  Dr. 
Siitherland  thought  last  year ;  possibly  it  was  of  the  nature 
described  by  Dr.  Theodore  Fisher  as  commencing  diaphragmatic 
obstruction  in  the  neighbourhood  of  the  valves  of  the  aorta.  He 
did  not  waver  with  regard  to  the  mitral  disease ;  he  did  not 
think  such  was  present.  He  woiild  gladly  show  the  case  again 
at  some  future  time,  Avhen  perhaps  there  would  be  as  many 
different  opinions  as  had  already  been  expressed. 


42.  A   CASE    OF    CONGENITAL   MOEBIJS    COEDIS. 
By   GEOEGE    CAEPENTEE,  M.D. 

The  patient,  a  boy,  aged  3^  years,  Avas  brought  to 
hospital  in  Xovember,  1904,  for  jaundice  of  a  month's 
duration,  the  attack  being  preceded  by  sickness  and 
diarrhoea. 

His  father  and  mother  are  healthy ;  the  latter  had  two 
miscarriages  after  his  Ijirth,  and  one  child  had  died  at  a 
month  old;  there  was  no  other  evidence  of  syphilis. 

The  liver,  which  felt  hard,  was  enlarged,  its  free  edge 
being  34-  fingers  below  the  costal  margin  in  the  nipple  line. 
The  .spleen,  which  w^as  also  hard  to  the  touch,  was  two 
fingers  in  front  of  the  costal  margin.  The  cardiac  area,  as 
determined  by  percussion,  Avas  thought  at  that  time  not  to 
extend  to  the  right,  but  a  skiagram  Avhich  Avas  taken  subse- 
cj^uently   sliOAved    that   it   extended    somcAvhat   beyond    the 
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normal  limits  on  that  side.  There  was  no  epigastric  pulsa- 
tion. A  loud  systolic  l)ruit,  of  greatest  intensity  over  the 
third  left  interspace,  half  an  inch  outside  the  sternum,  was 
audible  all  over  the  front  of  the  chest,  and  was  conducted 
into  the  great  arteries  of  the  neck  and  into  the  axillary 
arteries.  The  murmur  was  also  audible  in  the  back  on  the 
left  side.  A  systolic  thrill  was  felt  all  over  the  cardiac 
area.  There  was  no  cyanosis.  The  fingers  were  slighth' 
clubbed.  The  diagnosis  which  had  been  made  was  stenosis 
of  the  pulmonai-y  artery,  associated  with  a  perforate  septum 
ventriculorum. 

The  liver  and  spleen  are  now  normal  in  size.  The  condi- 
tion of  the  heart  and  bruit  are  iinaltered,  but  the  child  is 
now  a  little  cyanosed,  and  the  right  side  is  now  enlarged  to 
percussion.  He  drew  attention  to  the  fact  that  enlarge- 
ments of  the  liver  are  usual  in  catarrhal  jaundice,  and  that 
in  his  expei'ience  about  half  these  cases  also  developed 
splenic  enlarg*ements. 

{Exhibit cd  Jan  nary  the  20th,  1905.) 


43.  A   CASE    OF   AORTIC    AND    MITEAL    DISEASE. 

By   ALEXANDER   MORISON,  M.D. 

Dr.  Alexander  Morison  showed  a  boy,  aged  10  years, 
the  subject  of  aortic  and  mitral  valvular  disease.  There 
was  an  indefinite  history  of  rheumatism,  and  he  had  suffered 
from  pneumonia.  The  apex  beat  of  the  heart  was  in  the 
sixth  space  and  outside  the  left  nipple  line.  There  was  a 
systolic  bruit  at  the  apex  and  traceable  outwards  to  the 
left.  There  were  also  systolic  and  diastolic  bruits  in  the 
aortic  area,  and  the  former  was  propagated  into  the 
arteries  of  the  neck.  The  aortic  diastolic  In-uit  was  trace- 
able down  the  left  edge  of  the  sternum.  The  aortic  systolic- 
bruit  was  musical  in  timbre,  and   the   ]U)int    of  maximum 
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iateii.sitv  of  tlie  iiiu.sical  bruit  was  over  the  cartilao'es  of  the 
fourth  and  fifth  ribs  to  the  left  of  the  sternum. 

{E.:c]iihited  January  the  20th,  1905.) 

Discussion. 

Dr.  F.  J.  Poynton  said  that  Dr.  Morisou's  case  was  a  good 
example  of  a  very  important  form  of  heart  disease  in  children, 
viz.  combined  aortic  and  mitral  disease.  So  far  as  he  knew,  the 
prognosis  of  such  cases  was  very  bad,  1)ut  he  would  like  to  hear 
other  expressions  of  opinion.  He  had  followed  up  ten  or  eleven 
of  such  cases,  stai'ting  at  about  6  or  7  years  of  age,  and  four 
of  them  had  died,  the  survivors  having  at  pi'esent  severe  sym- 
ptoms. All  children  having  aortic  and  mitral  disease  in  early 
life  seemed  to  have  a  serious  future  before  them. 

Dr.  William  Ewart  thought  the  prognosis  unfavourable  in 
regard  to  this  case,  particidarly  if  it  happened  that  the  tempera- 
ture was  slightly  elevated.  He  founded  that  idea  upon  the 
musical  nature  of  the  systolic  murmur,  which  suggested  some 
pedunculated  vegetation,  or  some  torn  condition  of  valve  setting 
up  vibrations,  and  Avould  imply  relative  severity  of  the  lesion. 
In  cases  such  as  this,  with  advanced  mitral  stenosis,  coupled 
with  advanced  aortic  valvular  defect,  causing  a  disappearance  of 
the  second  sound  of  the  aorta,  no  second  soimd  was  heard  at 
the  apex ;  and  this  demonstrated  the  fact  that  the  pulmonary 
artery  second  sound,  even  when  exaggerated,  did  not  travel 
beyond  a  short  distance  at  the  surface  of  the  chest,  and  had  only 
a  limited  extent  of  condu^ction.  That  observation  he  had  com- 
municated some  years  ago  in  this  same  room,  and  he  was  still 
anxious  to  know  whether  it  had  been  noticed  before. 

Dr.  C.  W.  Chapman  said  the  prognosis  of  such  cases 
depended  on  the  condition  oi  health  of  the  child  at  birth,  and 
its  environment  since.  If  the  children  were  fairly  healthy  to 
liegin  with,  they  lived  a  long  time,  especially  if  not  over  coddled, 
taking  a  fair  amount  of  exercise.  They  generally  broke  down  at 
about  17  years  of  age. 

Dr.  Alexander  Morison,  in  reply,  agreed  that  the  prognosis 
in  cases  of  double  lesion  was  very  bad,  especially  if  there  were 
any  additional  tethering  of  the  heart  by  external  adhesions'.  He 
had  at  present  a  patient,  aged  49  years,  Avith  well-marked  aortic 
regurgitant  disease.  He  had  rheumatic  fever  at  the  age  of  9, 
and  had  done  Trojan  work  as  a  labourer  since.  At  22  years  of 
age  he  had  smallpox.  Recently  he  showed  at  the  West  London 
Hospital  a  man,  aged  75  years,  who  had  a  well-marked  con- 
strictive murmur  at  the  mitral  orifice,  attributed  to  rheumatic 
fever  at  14  years  of  age.  But  in  both  these  the  lesion  was  a 
single  one. 
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44.  A  CASE    OF   HYPOSPADIAS. 

By   DOKALD   J.  AEMOUE,  M.B. 

The  case  shown  to-day  is  a  boy,  aged  4  years,  with  a 
penoscrotal  form  of  hypospadias.  My  object  in  showing 
him  to  the  Society  is  twofold — first,  to  hear  the  opinion 
of  the  members  of  the  Society  as  to  the  best  age  to  under- 
take operation  for  remedying  the  malformation ;  secondly, 
to  hear  the  vieAvs  of  those  who  have  operated  on  these 
cases  as  to  the  most  satisfactory  method  to  employ. 

{Exhibited  January  the  20th,  1905.) 

Discussion. 

The  Chairman  (Dr.  Percy  Lewis)  (Folkestone)  said  he  had 
such  a  case  some  years  ag'o,  and  he  did  it  by  two  stages.  He 
left  the  opening  as  it  was  and  made  an  anterior  urethra,  allow- 
ing the  child  to  use  the  opening  as  before.  He  closed  that  after 
some  weeks  interval,  first  freshening  the  edges  and  bringing 
them  together  over  an  indiarubber  tube.  That  was  very  success- 
ful, but  it  was  the  only  one  he  had  dealt  Avith  himself. 

Mr.  Donald  Armour,  in  reply,  said  that  the  operation  he  did 
proved  useless.  The  child  had  been  circumcised  before  coming 
to  the  hospital,  the  defect  not  having  been  recognised,  and  the 
difficulty  in  micturition  being  supposed  to  be  due  to  phimosis. 
By  a  modified  flap  operation  he  tried  to  create  a  new  urethra, 
but  though  it  was  successful  for  a  time,  it  broke  down  afterwards. 


45.  A   CASE    OF   HEMOPHILIA   HEREDITARY   IN 
THE    MALE    LINE. 

By   ERIC    PRITCHARD,   M.D. 

This  case  is  one  of  hemophilia  in  a  girl,  aged  6  years. 
She  has  suif ered  from  very  severe  attacks  of  epistaxis  since 
babyhood.     She   came  to  me  for   treatment   in   May    last 
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suffering  from  subacute  tonsillitis.  She  is  a  child  of  pro- 
nounced nervous  type  and  of  mental  instability,  occasionally 
giving  way  to  bursts  of  uncontrollable  laughter  for  no 
apparent  reason.  She  shows  no  evidence  of  rheumatism, 
and  has  had  no  joint-lesions.  She  has  been  treated  for  the 
constitutional  dyscrasia  with  five-grain  doses  of  chloride  of 
calcium,  at  first  every  night,  and  subsequently  at  occasional 
intervals.  There  has  been  no  epistaxis  since  this  treatment 
has  been  adopted. 

The  interest  of  the  case  centres  in  the  hereditary  history, 
which  is  unusual  in  two  respects — firstly,  in  that  the 
diathetic  tendency  to  spontaneous  haemorrhage  has  been 
handed  down  in  the  male  line  for  two  generations,  and  in 
the  third  generation  is  evidenced  in  a  severe  form  in  the 
case  of  a  female ;  the  second  point  of  interest  lies  in  the 
fact  that  no  other  members  of  the  family  have,  as  far  as  I 
have  been  able  to  discover,  suffered  from  symptoms  of 
haemophilia.  The  father  of  this  child  is  subject  to  very 
severe  attacks  of  epistaxis,  and  to  very  severe  bleeding  and 
bruising  from  slight  injuries.  He  has  had  one  attack,  which 
was  described  as  rheumatic  fever,  with  serious  joint  trouble 
and  cardiac  complications.  I  have  been  unable  to  obtain  any 
further  particulars  of  his  attack.  The  grandfather,  who  is 
still  alive  and  only  50  years  of  age,  similarly  suffers  from 
very  severe  attacks  of  epistaxis  brought  on  by  no  apparent 
cause.  He  also  bleeds  readilj"  and  his  skin  readily  bruises. 
[Exhihited  January  the  20th,  1905.) 

Discussion. 

Tlie  Chairman  (Dr.  Percy  Lewis)  (Folkestone)  asked  liow 
Dr.  Pritchard  dealt  with  the  epistaxis,  an  important  matter  in 
haemophilia.  One  of  the  most  efficient  ways  he  had  found  was  to 
apply  pressure  from  half  an  inch  anterior  to  the  line  of  junction 
of  the  cartilaginous  with  the  bony  part  of  the  nose.  As  he  used 
to  be  called  up  in  the  night  to  attend  such  cases,  he  had  taught 
patients  to  stop  it  themselves.  He  recommended  placing  the  arm 
over  the  patient's  head,  and  hold  the  nose  with  the  finger  and 
thumb.     After  ten  minutes  it  could  be  safely  left. 

Dr.  Eric  Pritchard,  in  reply,  said  he  had  not  had  occasion 
to  treat   the  epistaxis.     The  child  came  for  treatment  for  the 
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tonsillitis  ;  he  ouly  learnt  incidentally  that  she  was  a  haemophilic. 
He  had  made  no  observations  on  the  blood,  and  there  had  been 
practically  no  epistaxis  since.  He  had  had  two  other  cases  of 
hsemophilia,  both  in  adults,  which  had  been  practically  cured  by 
taking  calcium  chloride.  It  was  more  or  less  a  general  rule  that 
when  hsemophilics  reached  complete  development  there  was  a 
tendency  for  haemophilia  to  disappear  spontaneously,  and  it 
might  have  been  so  in  the  other  two  cases  referred  to. 


46    A  CASE    OF   CONGENITAL   UNILATEEAL  PTOSIS. 
Bt  EEIC   PRITCHARD,  M.D. 

This  case  was  one  of  a  boy,  aged  14  years,  who  was 
recently  brought  to  the  Victoria  Hospital  for  Children, 
suffering  from  severe  attacks  of  migraine  and  more  or  less 
constant  headache.  He  is  a  bright,  intelligent  lad,  and 
takes  considerable  interest  in  work  at  school.  The 
migrainous  symptoms  have  become  more  severe  since  he 
has  devoted  himself  more  seriously  to  mental  work.  The 
migraine  is  presumably  due  to  eye-strain  and  the  effort  of 
keeping  the  left  eyelid  (the  one  which  is  affected)  raised 
by  means  of  an  exaggerated  contraction  of  the  frontalis 
muscle.  There  are  no  occular  defects  of  any  appreciable 
degree,  and  the  movements  of  the  eyeballs  are  normal  and 
complete  in  all  directions. 

The  defect  was  noticed  a  few  weeks  after  birth,  and  at 
15  months  of  age  the  boy  was  taken  to  the  Moorfields  Eye 
Hospital,  where  an  operation  was  proposed,  but  not  per- 
formed, owing  to  objection  on  the  part  of  the  parents.  The 
ptosis  of  the  left  eyelid,  which  was  apparently  complete  at 
birth,  has  remained  in  the  same  condition  ever  since  without 
shoAving  any  signs  of  improvement.  There  is  no  associated 
spasm  of  the  levator  palpebral  in  the  affected  lid  when 
the  left  external  pterygoid  muscle  is  brought  into  action. 
An  associated  action  of  this  kind,  which  was  first  de- 
scribed bv  Marcus  Gnnn  in  a  case  which  he  shoAved  at  the 
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Oplitliahnolog'ical  Society  in  1888,  and  described  in  the 
'  Transactions '  of  the  Society  of  the  same  year,  has  been 
noticed  in  some  twenty  subsequent  cases  reported  by  various 
autliors.  Inasmuch  as  unihiteral  congenital  ptosis  is  a 
com])aratively  rare  abnormality,  the  fact  that  associated 
spasm  of  the  levator  palpebras  when  the  external  pterygoid 
has  been  brought  into  action  has  been  reported  in  so  con- 
siderable a  number  of  cases  of  unilateral  ptosis  points  to 
the  fact  that  the  absence  of  such  an  associated  movement  is 
the  exception  rather  than  the  rule.  The  want  of  inq^rove- 
ment  in  their  case  may  be  due  to  the  fact  that  there  is  no 
nervous  connection  between  the  motor  nucleus  of  the  fifth 
nerve,  whicli  supplies  the  external  pterygoid  muscle,  and 
the  nucleus  uf  the  third  nerve,  whicli  normally  supplies  the 
levator  palpebraj.  If  this  be  so,  it  may  explain  both  the 
Avant  of  improvement  and  the  absence  of  the  associated 
spasm.  {Exhibited  January  tlie  20th,  1905.) 

Discussion. 

Dr.  C.  O.  Hawthorne  had  seen  several  cases  of  cougeuital 
ptosis.  The  couditiou  in  most  instances  tended  to  improve,  but 
that  was  not  the  ease  in  Dr.  Pritchard's  patient.  Another  fact 
often  seen  with  congenital  ptosis  was  defect  in  the  power  of 
upward  rotation  of  the  globe,  but  here  the  ocular  movements 
appeared  normal.  The  defect  in  some  of  the  cases  was  in  all 
probability  due  to  muscvilar  abnormality. 


47.  A  CASE  OF  LICHEN  PLANUS. 

By  GEOKGE  PERNET. 

A  BOY,  ao'ed  6  vears,  in  Avliom  the  disease  commenced 
three  months  previously  as  the  result  of  a  kick  on  the  left 
shin,  followed  by  a  fall,  Avhen  he  grazed  it,  according  to  the 
mother^s  account.  The  eruption  commenced  as  jjimples 
about  the  seat  of   the  injury,  and  then  ra23idly  spread  to 
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other  parts.  When  the  patient  was  seen  for  the  first  time 
on  January  the  17th,  1905,  there  were  numerous  papules 
scattered  about  the  trunk,  most  of  them  forming  patches 
by  coalescence,  especially  at  the  lower  part  of  the  back, 
where  there  was  some  pigmentation.  The  arms  and  legs 
were  also  aifected  in  a  similar  way,  and  there  were  also 
some  lesions  scattered  about  the  neck  and  a  few  situated  in 
the  forehead.  The  mouth  was  unaffected.  The  eruption 
was  evidently  involuting,  but  although  only  under  treat- 
ment for  a  few  days,  there  was  already  some  further  im- 
provement, the  eruption  as  a  whole  being  less  hypertemic. 
The  case  Avas  interesting,  as  Lichen  planus  was  rare  in  such 
young  children,  and  it  was  rarer  still  to  observe  it  in  them 
in  the  acutely  developing  generalised  condition  seen  in 
this  boy.  A  feature,  too,  of  this  case  was  the  absence 
of  itching,  except  now  and  then,  which  in  adults  was  the 
symptom  which,  in  widespread  cases,  usually  dominated 
the  scene. 

The  boy  was  interesting  also  from  other  points  of  view. 
He  had  been  operated  on  for  adenoids  about  a  month 
before.  He  presented  the  skull  deformity  known  as 
"tower  skull"  {Tliurmschddel),  and  ptosis  Avith  absence 
of  upward  movements  of  the  eyes.  On  the  right  side  the 
ptosis  had  been  corrected  by  Mr.  Sydney  Stephenson.  The 
])alate  was  highly  arched. 

{ExJuhited  January  the  20th,  1905.) 

Discussion. 

The  Ctiairman  (Dr.  Percy  Lewis)  (Folkestone)  asked  what 
were  the  prospects  of  the  ciire  of  the  Lichen  planus  by  saliciu 
iu  the  child. 

Mr.  Pernet,  in  reply,  said  saliciu  was  useful  in  such  cases, 
l)ut  there  were  other  remedies. 
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48.  A    CASE    OF    ERYTHEMA    MULTIFORME 
FOLLOWING   VACCINATION. 

By   GEORGE    FERNET. 

A  FEMALE  child,  aged  4  months,  was  vaccinated  seventeen 
days  previonsly  in  three  places  on  the  left  arm;  crusting 
present.  Six  days  ago  the  eruption  began  on  the  chest. 
When  first  seen,  three  days  previonsly,  there  were  a  number 
of  circinate  and  gyrate  lesions  scattered  about  the  trunk. 
They  were  about  the  diameter  of  a  threepenny-piece,  and 
had  well-marked  borders,  with  flattening  of  central  parts. 
The  child  was  poorly  nourished  and  its  stools  were  green 
and  slimy.  The  latter  may  have  played  a  part  in  the 
development  of  the  rash.  At  any  rate,  treatment  has  been 
directed  to  disinfection  of  the  alimentary  tract.  Erythema- 
tous and  other  rashes  after  vaccination  were  well  known. ^ 
[Ecddbitt^d  January  tlie  20th,  1905.) 

Discussion. 

Dr.  C.  W.  Chapman,  referring  to  the  sequence  of  events  in 
connection  Avith  vaccination,  said  that  when  in  charge  of  a 
practice  a  lady,  aged  about  40  years,  was  to  have  been  vaccinated, 
but  owing  to  the  sickness  of  a  brother  it  could  not  be  done. 
Four  days  afterwards  she  broke  out  with  diffuse  psoriasis. 
Had  the  vaccination  been  done,  that  would  assuredly  have  been 
blamed  for  the  condition. 


49.    MULTIPLE    CONGENITAL    OCCLUSIONS   OF   THE 
SMALL    INTESTINE. t 

By   J.    G.    EMANUEL,   M.D. 

Dr.  J.  G.  Emakuel  showed  a  specimen  of  congenital  mul- 
tiple occlusions  of  the  small  intestine  from  a  seven  months^ 
infant  admitted  into  the  Children's  Hospital,  Birmingham, 

*  For  a  review  of   these  see   G.  Fernet,  "  Vaccination   Rashes   and 
CompKcatibns,"  'Lancet/  1902. 

t  For  a  fi\ll  report  of  this  case  with    illustration  see  '  The  British 
Journal  of  Children's  Diseases,'  vol.  ii,  pp.  4.57-4(32,  October,  1905. 
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with  the  history  of  not  having  passed  a  motion  and  Avith 
having  vomited  since  birth.  As  the  result  of  an  enema 
administered  a  large  motion  of  meconium  was  passed.  The 
vomiting  continued  till  death  occurred,  on  the  ninth  day. 
At  the  autopsy  there  was  found  to  be  complete  atresia  of 
the  bowel  at  the  duodeno-jejunal  juncture,  and  as  a  result 
of  this  the  duodenum  was  greatly  dilated  and  hypertrophied, 
possessing  indeed  a  considerably  larger  volume  than  the 
stomach.  In  addition  to  this,  the  jejunum,  in  two  other 
places  ah^ng  its  course,  was  completely  absent  over  a  short 
distance  of  about  half  an  inch,  the  mesentery  at  these 
places  having  a  free  edge,  which  was  slightly  thickened, 
but  contained  no  lumen.  Besides  these  three  situations,  in 
which  there  were  complete  gaps  in  the  continuity  of  the 
bowel,  there  were  five  other  points  at  which  the  lumen  of 
the  intestine  (jejunum  and  upper  part  of  the  ileum)  Avas 
completely  occluded  by  a  corresponding  number  of  annular 
constrictions,  so  that  the  bowel  innnediately  above  these 
points  was  distended  and  filled  with  what  appeared  to  be 
meconium,  whilst  that  below  was  collapsed  and  empty. 
The  lower  part  of  the  ileum  and  the  large  intestine  were 
not  affected  in  any  way.  There  were  no  signs  of  intra- 
uterine peritonitis. 

[Ed-hihited  Januanj  the  20th,  1905.) 


50.  COLLAE   STUD  IMPACTED   IN   THE  (ESOPHAGUS 
AND    PEEFOEATING    THE    TEACHEA. 

By   a.    T.    MAESHALL. 
(Introduced.) 

A  FEMALE  infant,  aged  7  months,  was  brought  to  Padding- 
ton  Green  Children's  Hospital  on  December  the  28th  with 
the  following  history  :  She  had  been  under  medical  treat- 
uient  for  two  months  for  a  bad  cough  and   frequent  vomit- 
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ing'.  Duriiiy  the  last  tlirci,'  weeks  l)()tli  eouu'li  and  vcnnitiny 
had  become  worse,  and  she  had  taken  food  hadly,  while  she 
was  rapidly  losing  flesh. 

On  admission  the  child  was  very  emaciated  (weight 
9  lbs.),  was  restless,  and  had  an  anxious  expression.  Tem- 
perature 98''  F.,  pulse  124  to  the  minute,  respirations  34  to 
the  minute.  There  were  dulness  and  bronchial  breathing- 
over  the  whole  of  the  lower  lobe  of  the  right  lung,  with 
crepitations  over  the  right  ajiex.  The  left  lung  seemed 
normal. 

While  in  h(is])ital  the  child  had  a  frequent  cough,  and 
there  was  always  a  (piantity  of  mucus  in  the  pharynx ;  no 
vomiting  at  all.  She  took  food  badly.  Temperature  varied 
from  96°  F.  to  102^  F.  Three  days  after  admission  she 
had  a  sudden  attack  of  dyspnoea  threatening  asphyxiation. 
She  was  inverted,  and  about  half  an  ounce  of  pus  escaped 
from  the  mouth,  after  w'hich  the  dyspnoea  was  completely 
relieved,  and  she  took  food  better  for  twenty-four  hours. 
She  died,  however,  two  days  later  with  no  fresh  symptoms. 

Poftt-mortem  examination. — A  metal  collar  stud  was  found 
impacted  in  the  oesophagus,  the  flange  of  which  had  ulcer- 
ated into  the  trachea  an  inch  above  the  bifurcation.  The 
oesophagus  was  dilated  above  the  stud  and  much  constricted 
below.  There  was  thin  pus  in  both  trachea  and  oesophagus. 
The  right  lung  was  completely  consolidated,  but  there  was 
no  pus  in  the  bronchioles.  The  left  lung  was  healthj^, 
except  for  a  very  small  patch  of  consolidation  in  the  loAver 
lobe.  The  stomach  and  intestines  were  empty  and  col- 
lapsed. 

At  the  inquest  there  was  no  evidence  to  show  when  or 
how  the  stud  was  swallowed. 

{Ed'hihitcd  Jannarij  the  20th,  1905.) 
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51.  CASE  OF  UNILATEEAL  CONGENITAL  PARESIS 
OF    THIRD   AND   FOrRTH   CRANIAL   NERVES. 

By   N.  bishop    HARMAN,    M.B. 

M.  H — ,  girl,  aged  11  years.  Mother  dead,  history  de- 
fective. It  is  known  the  child  was  "  born  in  a  caul,"  so 
birth  Avas  presumably  easy.  The  right  eye  is  thought  to 
have  been  "  shut "  since  birth ;  no  other  members  of  the 
family  are  so  affected.  The  muscles  of  the  left  eye  and  lid 
are  normal ;  there  is  full  and  regular  movement  of  the 
globe  in  all  directions,  the  palpebral  fissue  is  of  normal 
breadth,  and  varies  Avith  the  movements  of  the  globe  in  the 
usual  manner.  V  =  j^-g,  Hm.  4D  =  ^.  Fundus  normal. 
The  right  globe  is  hidden  by  the  drooping  lid,  the  lid  is  im- 
mobile except  in  so  far  as  the  vigorous  contraction  of  the 
frontalis  muscle  can  elevate  it ;  the  attempt  is  not  very  suc- 
cessful. On  raising  the  lid  Avith  the  finger  the  globe  is 
found  to  be  divergent  about  30°  ;  from  this  position  it  can 
be  completely  abducted,  a  movement  proving  the  integrity 
of  the  external  rectus  and  sixth  nerve.  But  there  is  no 
other  movement  possible,  either  of  deviation  or  rotation,  so 
that  the  functions  of  all  the  recti,  excepting  the  external 
and  the  tAvo  obliqui,  and  the  nerves  three  and  four  supply- 
ing them,  are  lost.  The  orbicularis  palpebrarum  muscle  is 
healthy  and  equal  in  poAver  to  that  of  the  other  side.  The 
]nipil  measures  -4'5  mm.  in  diameter  ;  it  is  absolutely  immo- 
bile, giA'ing  no  reaction  to  light,  conA^ergence,  or  consensual 
stimulations.  Y.  =  -^jy  Hm.,  3'oD  =  J"^  one  letter.  There 
is  no  poAver  of  accommodation.  Fundus  normal.  Tliere  are 
no  other  discoverable  defects  of  body  or  mind. 

To  Avhat  this  paresis  of  the  third  and  fourth  iierA'es  may 
be  due  cannot  certainly  be  determined;  CA^en  speculation 
limps  a  little  from  Avant  of  a  reliable  "  prcA^ious  history." 
But  it  is  clearly  due  either  to  disease  or  mal-deA'elopment. 

If  disease  be  the  cause,  the  lesion  may  haA^e  either  a 
peripheral,  a  trunk,  or  a  central  location.    Peripheral  seems 
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excluded:  the  fonrtli  and  hotli  divisions  of  tlie  third  with 
its  intra-occuhiv  branches  form  too  wide  a  group  to  sustain 
a  peripheral  lesion  from  wliicli  the  neighbouring  sixth 
nerve  would  escape.  A  trunk  lesion  is  as  difficult  of  sup- 
port ;  in  the  cavernous  sinus  the  first  division  of  the  fifth 
and  the  sixth  are  close  to  the  paralysed  nerves  to  escape 
the  same  damage,  whilst  at  their  roots  the  third  and  fourth 
are  too  far  apart  to  be  damaged  by  a  single  lesion. 

The  paralysis  must  be  due  to  changes  in  the  mid-brain 
stem,  about  the  "  iter."  We  have  the  choice  of  haemor- 
rhages or  inflammations.  Haemorrhages  about  the  wall  of 
the  iter  might  have  aifected  these  two  nuclei,  but  to  what 
cause  are  we  to  credit  their  production,  seeing  that  birth 
may  perhaps  be  taken  to  have  been  exceptionally  easy  ? 
And  we  may  wonder  how  such  a  grave  lesion  of  the  mid- 
brain affecting  all  of  the  several  groups  of  nuclei  con- 
stituting one  third  nucleus  and  a  fourth  nucleus  could  be 
consistent  with  a  continuance  of  life.  The  most  reasonable 
explanation  seems  to  lie  with  the  inflammatory  hypothesis, 
some  such  lesion  of  the  nuclei  as  we  call  "  poliomyelitis,"  or 
"  infantile  paralysis  " ;  similar  processes  affecting  the  cord 
are  not  infrequently  foimd  to  select  small  groups  of  nuclei, 
and  lead  to  atrophy  of  the  muscles  supplied  by  their  axones. 
There  is,  unfortunately,  no  reliable  history  of  the  child's 
early  years,  so  we  are  in  the  dark  as  to  whether  any  febrile 
attack  was  associated  with  the  onset  of  the  paresis.  A  case 
of  almost  identical  nature  to  the  one  now  under  discussion 
has  been  recorded  by  Silcock  (1).  In  this  case  a  healthy 
child  had  a  febrile  attack  followed  by  complete  and  per- 
manent third  nerve  paralysis  of  one  eye,  Silcock  believed 
the  cause  to  be  "  infantile  paralysis  "  (no  note  is  given  of 
the  condition  of  the  superior  oblique). 

Any  explanation  of  the  paresis  from  defect  of  develop- 
ment is  most  difficult  to  support.  These  nuclei  of  the  mid- 
brain belong  to  the  oldest  and  most  fixed  part  of  the  brain ; 
anomalies,  errors,  additions,  or  omissions,  in  development 
are  common  enough  in  structures  of  late  evokition,  but 
almost  never    found  in   such   ancient  structures    as    these 
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nuclei.  It  is  just  as  unlikely  that  the  Avliole  group  of 
muscles  should  be  absent  from  want  of  development.  Indi- 
vidual muscles  are  not  infrequently  defective,  "  absent  "  so 
far  as  function  is  concerned,  but  in  cases  where  anatomical 
investigations  have  been  made  an  ill-developed  and  faultily 
placed  muscular  band  has  been  demonstrated  (2) ;  the  muscle 
was  present  but  useless.  In  most  such  cases  there  are 
found  irregular  or  abnormal  movements  of  the  eye.  I  have 
recently  described  such  a  case  (3). 

One  point  I  would  like  to  call  attention  to.  The  orbicu- 
laris palpel)rarum  muscles  are  well  developed  and  effi- 
cient; the  right  is  in  every  way  as  good  as  the  left.  If 
we  conclude  that  this  case  is  the  result  of  a  nuclear 
lesion,  a  conclusion  practically  certain,  then  by  Mendel's 
hypothesis — that  the  orbicularis  is  an  eye  muscle  receiving 
its  primary  innervation  from  the  third  nucleus — the  muscle 
should  be  paralysed  as  Avell  as  the  three  recti,  obliquus,  and 
intra-ocular  muscles  ;  but  the  muscle  is  perfectly  healthy. 
In  some  papers  read  before  the  Ophthalmological  Society  (4) 
I  have  brought  forward  a  large  amount  of  morphological 
and  clinical  evidence  to  show  that  the  orbicularis  is  a  proper 
facial  muscle  receiving  its  primary  innervation  from  the 
facial  nucleus.     This  case  supports  my  contention. 

Eefeeexces. 

(1)  'Ophth.  Soc.  Trans,'  vol.  viii,  p.  274. 

(2)  Ihkl,  p.  272. 

(3)  I  hid.,  vol.  XXV. 

(4)  Ibid.,  vols,  xxiii,  p.  357,  xxiv. 

{Exhihited  Fehrunry  the  17 fh,  1905.) 

Discussion. 

Dr.  Porter  Parkinson  said  he  thought  there  were  two 
possible  explauatious  of  the  condition,  one  of  Avhich  had  been 
spoken  of  as  anterior  poliomyelitis.  In  a  condition  of  that 
sort  one  would  have  thought  there  would  be  some  history  of  it, 
but  he  understood  the  mother  was  dead  and  no  history  could  l)e 
obtained.  A  few  meetings  ago  a  case  was  shown  by  him  in 
which  the  seventh  nucleus  only  was  affected.  There  was  tem- 
porary hemiplegia  at  the  onset,  proving  that  the  nucleus  was  the 
seat  of  the  lesion.     The  other  possible  explanation  would  be  a 
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haemorrhage  at  birth.  Those  haemorrhages  vrere  frequent  euough 
in  the  svibstance  of  the  brain,  as  reported  by  Dr.  Spencer,  who 
showed  that  in  a  large  number  of  cases  of  stillborn  children 
haemorrhages  were  j^resent  in  many  parts  of  the  brain,  especially 
in  the  cerebellum.  If  it  were  so  in  the  present  case,  one  would 
hardly  expect  it  to  affect  simply  the  nuclei  of  the  third  or 
fourth  and  not  some  of  the  other  nuclei  also.  Therefore  he 
inclined  to  the  view  that  the  cause  was  anterior  poliomyelitis,  or 
perhaps  some  congenital  deficiency. 

Mr.  Sydney  Stephenson  regretted  he  had  not  heard  Mr. 
Harman"s  account  of  the  case.  He  inquired  whether  any 
heredity  was  traced,  because  a  very  striking  point  about  such 
cases  of  congenital  paralysis  of  ocular  muscles  was  the  influence 
of  heredity.  There  was  a  well  -  known  case  on  record  by 
G-ourfein,*  where  six  members  belonging  to  three  generations  of 
the  same  family  all  showed  signs  of  third  nerve  paralysis.  A 
few  weeks  ago  he  (Mr.  Stephenson)  saw  a  girl  who  had  com- 
plete paralysis  of  the  external  branches  of  the  thii-d  nerve  on 
both  sides,  and  possibly  of  the  sixth,  but  not  of  the  foiu'th. 
She  belonged  to  a  family  of  seven,  four  of  whom  showed  a 
similar  defect.  The  father  of  the  girl  was  also  affected.  In  his 
case,  like  that  of  Gourfein,  five  members  were  affected  in  two 
generations.  The  cause  of  such  conditions  was  very  obscure, 
and  it  was  interesting  to  hear  intra-uterine  polio-encephalitis 
suggested  as  a  cause.  The  usual  explanation  had  been  either  a 
maldevelopment  of  the  centres  presiding  over  the  movements,  or 
defects  of  the  muscles  themselves.  There  was  a  certain  amount 
of  evidence  on  both  sides.  In  the  case  he  showed  before  the 
Society  three  years  ago  there  were  a  good  many  points  of 
resemblance  to  Mr.  Bishop  Hamian's  present  one.  There  was 
almost  complete  paralysis  of  the  third  neiwe  on  one  side.  It 
agreed  with  Mr.  Bishop  Hannan's  in  another  respect,  viz.  that 
the  internal  muscles  of  the  eye,  those  presiding  over  the  pupil 
and  the  function  of  accommodation,  were  also  involved.  As  far 
as  he  knew,  that  was  a  very  rare  feature.  But  in  that  case  it 
seemed  very  difficult  to  suppose  that  the  defect  affecting  practi- 
cally all  branches  of  one  third  nerve  could  possibly  be  due 
to  a  maldevelopment,  or  absence,  or  imperfect  insertion  of  the 
different  muscles.  It  was  much  more  likely  to  be  due  to  some 
interference  with  the  centre,  which  might  be  either  in  the  nature 
of  a  diseased  process  such  as  Dr.  Parkinson  had  suggested,  or 
in  the  nature  of  an  arrested  development.  One  point  in  the 
case  seemed  to  be  in  favour  of  the  latter  view,  viz.  that  when 
the  child  was  born  she  had  ptosis,  and  during  the  first  few 
months  of  life  that  ptosis  became  so  much  improved  as  to  be 
scarcely  perceptible  when  she  came  under  care.     There  was  also 

*  '  Arch.  d'Ophtahnologie/  1896. 
VOL.    V.  11 
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the  well-knowii  case  which  was  reported  bv  Heubner,  where  a 
patieut  showed  those  complex  paralyses,  and  died  at  the  age  of 
1  year.  At  the  autopsy  it  Avas  found  that  there  was  a  distinct 
atrophy  of  the  bulb  extending  from  the  olivary  body  to  the  third 
pair.  On  the  other  hand,  certainly  in  some  of  the  cases  the 
muscles  implicated  seemed  to  be  absent  or  very  small,  as  in 
cases  reported  by  Henck,  Steinheim,  Baumgarten,  Olbers, 
Liffenbach,  and  others. 

Mr.  N.  Bishop  Harman,  in  reply,  said  the  only  point  which 
appeared  to  require  an  answer  was  Mr.  Stephenson's  question  as 
to  heredity.  As  he  mentioned,  the  past  history  was  very  defective, 
owing  to  the  mother  being  dead  and  the  child  being  in  charge  of 
a  relative  who  could  state  but  little  of  the  case.  If  he  had  heard 
that  other  members  of  the  family  had  been  similarly  affected,  he 
would  perhaps  have  believed  this  case  might  be  of  congenital 
developmental  origin.  Failing  that,  he  believed  it  mi;st  be  due 
to  some  inflammatory  process,  such  as  that  which  was  called 
"  anterior  poliomyelitis." 


52.  A   CASE    OF    STILL'S  TYPE    OF   CHEONIC    JOINT 
DISEASE   IN  CHILDEEN. 

By  F.  PAEKES  WEBEE,  M.D. 

The  case  is  that  of  a  girl,  Rachel  M — ,  aged  12|  years. 
Her  mother  is  living  and  healthy ;  her  father  died  of  con- 
sumption. The  articular  trouble  commenced  during  the 
winter  1902-3,  in  the  left  foot  apparently.  Soon  afterwards 
the  right  foot  was  affected,  and  there  was  pain  or  stiffness 
in  other  joints.  The  hands  were  involved  a  few  weeks  later. 
The  spinal  column  seems  to  have  entirely  escaped.  In  May, 
1904,  when  I  first  saw  her,  there  was  chronic  swelling 
about  both  wrists,  with  limitation  of  movement.  No  signs 
of  cardiac  or  pulmonar}^  disease  were  discovered.  The  edge 
of  the  spleen  could  be  distinctly  felt  during  inspiration 
below  the  costal  margin,  and  there  was  slight  enlargement 
of  the  lymphatic  glands  m  both  axillas.  The  urine  showed 
nothing  abnormal.  Fever  was  absent,  and  the  child's 
general  condition  appeared  fairly  good.  In  December  the 
condition  was  much  the  same.     The  axillary  and  inguinal 
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glands,  but  not  the  cervical,  were  moderately  enlarged.  So 
also  were  tlie  tonsils.  The  splenic  dulness  was  increased, 
and  the  edge  could  he  felt  at  the  costal  margin  with  inspira- 
tion. The  liver  was  probably  of  normal  dimensions.  Koch's 
(lid  tuberculin,  when  the  dose  injected  was  five  milligranimes^ 
gave  a  detinitely  positive  general  reaction,  the  temperature  i 
rising  to  101°  F.  after  the  injection.  It  must  be  noted, 
however,  that  the  general  reaction  appeared  not  to  be 
accompanied  by  any  local  reaction  in  the  joints.  At  present 
(February,  1905)  there  is  much  limitation  of  movement  in 
both  wrists,  the  right  one  being  the  more  swollen  of  the 
two.  The  general  condition  is  fairly  good.  The  tu])erculin 
test  has  furnished  a  most  valuable  indication  for  treatment. 
Pure  air  and  good  food,  which  will  best  protect  the  patient 
from  the  development  of  active  pulmonary  tuberculosis,  are 
agents  likely  to  be  also  useful  for  the  chronic  joint  trouble. 
She  is  shortly  going  to  a  seaside  convalescent  home  or 
sanatorium. 

In  November,  1896,  Dr.  CI.  F.  Still  read  a  paper  at  the 
Royal  Medical  and  Chirurgical  Society  on  a  "Form  of 
Chronic  Joint  Disease  in  Children,""^  previously  confounded 
with  rheumatoid  arthritis,  but  to  be  distinguished  by  the 
accompanying  enlargement  of  the  spleen  and  lymphatic 
glands,t  which  is  generally  of  moderate  degree.  The 
articiilar  affection  is  multiple  and  symmetrical,  Avithout 
tendency  to  suppuration  and  without  fibrillation  of  cartilage 
and  osteophytic  changes,  but  with  capsular  thickening  and 
a  good  deal  of  swelling,  probably  due  to  effusion  around, 

*  '  Med  -Chir.  Trans./  vol.  Ixxx,  p.  47.  See  also  Dr.  Still's  account  of 
rheumatoid  arthritis  in  children  in  Alllmtt's  '  System  of  Medicine,'  1897, 
vol.  iii,  p.  102. 

t  It  is  doubtful  Avhether  obvious  enlargement  of  both  sj^leen  and 
lymphatic  glands  together  should  be  considered  as  an  essential  diagnostic 
feature  of  this  clinical  group.  Several  years  ago  I  observed  a  rheuma- 
toid condition  in  the  fingers  and  knees  of  a  mentally  deficient  girl,  aged 
16  years,  with  moderate  enlargement  of  the  siileen,  but  I  believe 
without  any  enlargement  of  lymphatic  glands.  The  arthritic  affection 
was  quite  chronic  in  her  case,  and  pi'obably  a  variety  of  Still's  type 
occurring  in  an  older  patient. 
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rather  than  into,  the  joints.  The  hands,  feet,  knees,  and 
cervical  spine  are,  I  think,  most  generally  affected. 

It  is  probable  that  Dr.  Still  took  rather  too  gloomy  a  view 
of  the  prognosis,  having  at  that  time  studied  chiefly  the 
graver  cases,  and  that  many  relatively  less  severe  cases  of 
this  symptom-complex  occur,  especially  in  somewhat  older 
and  less  rachitic  and  cachectic  children,  in  which  great 
improvement,  or  ultimately  even  cure,  results. 

Owing  to  the  occurrence  of  endocarditis  in  a  case 
previously,  under  my  care,^  and  owing  to  the  knowledge 
that  pericarditis  had  been  found  in  other  cases,  I  was 
inclined  to  think  that  the  whole  symptom-complex  in  this 
clinical  group  of  cases  might  be  rheumatic,  and  I  hear  that 
Dr.  Poynton  has  likewise  observed  a  case  in  which  typical 
valviilar  disease  of  the  heart  developed.  Possibly  the 
primary  cause  of  the  joint  condition  may  vary  in  different 
cases,  but,  at  any  rate,  I  regard  the  hypothesis  that  in  at 
least  some  of  the  cases  it  is  jetiologically  connected  Avith 
tuberculosis  as  of  extreme  importance.  A  multiple  sym- 
metrical affection  like  tins  is  not  likely  to  be  due  to  the 
local  presence  of  tubercle  bacilli  in  the  affected  joints,  and 
the  joints  in  these  cases  do  not  much  resemble  ordinary 
tuberculous  joints.  It  is  quite  possible,  however,  that  some 
cases  are  of  the  nature  of  what  has  been  termed  "tuber- 
culous rheumatism" — that  is  to  say,  a  symmetrical  articular 
affection  set  up  in  specially  constituted  individuals  by  toxins 
from  tuberculosis  in  other  parts  of  the  body,  the  joints,  one 
may  suppose,  being  picked  out  in  these  cases  on  the  locus 
7ninor{s  resistentise  ipvmciiple.  In  the  present  case,  owing  to 
the  positive  reaction  to  tuberculin,  there  can  reall}'  be  no 
doubt  that  in  some  part  of  the  body  there  is  a  not  altogether 
obsolete  tuberculosis,  and  the  "  tuberculous  rheumatism  " 
theory  explains  why  after  the  tuberculin  injection  no  local 
reaction  was  noticed  in  the  joints.     Edsallt  gives  the  case 

*  See  'Med.  Soc.  Trans.,'  vol.  xxv,  p.  344,  and  vol.  xxvi,  i:>.  346. 

t  'Arch.  Pediatr.,'  March,  1904,  p.  175.  Dr.  Eavenel  demonstrated  the 
presence  of  non-virulent  bacilli,  resemljling  tubercle  bacilli,  in  the 
lymphatic  glands  of  Edsall's  case. 
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of  a  boy,  aged  13  years,  with  Still's  type  of  chronic  arthritis, 
who  reacted  positively  each  time  that  the  tuberculin  test 
was  tried ;  in  this  boy,  it  may  be  noted,  joint  pains  accom- 
panied the  reaction.  G.  Mouriquand,'^  in  his  paper  on 
"Tuberculous  Rheumatism"  in  children,t  quotes  Poncet's 
view  that  tuberculosis,  like  many  other  infective  diseases, 
may  produce  a  condition  resembling  rheumatism. J  In  a 
case  of  Johanessen's,  likewise  quoted  by  Mouriquand,  the 
patient,  a  girl,  suffered  from  a  rheumatism-like  affection  in 
both  feet  at  the  age  of  4  years.  Later  on  the  elbows  and 
knees,  and  afterwards  the  hands  and  other  joints,  were 
involved,  and  finally  pulmonary  tuberculosis  led  to  death 
from  hfemoptysis.        {Exhihited  Fehruary  the,  17tli,  1905.) 


53.  A    CASE    OF    CHRONIC    ARTHRITIS. 
By  F.  J.  POYNTON,  M.D. 

The  patient,  aged  8  years,  had  suffered  when  an  infant 
from  rickets,  and  at  5  years  had  an  attack  of  multiple 
arthritis,  affecting  the  hands,  knees,  and  feet. 

There  has  never  been  quite  complete  recovery  from  this 
attack. 

He  is  one  of  nine  children ;  the  others  are  healthy  and 
the  parents  both  living.  There  is  no  syphilitic  history  or 
rheumatic  history,  and  the  cause  for  the  first  attack  obscure. 
No  history  of  scarlet  fever. 

The  boy  is  always  pale,  and  has  a  poor  appetite.  The 
arthritis  is  much  less  evident  in  the  knees  than  it  was,  but 
the  hands,  wrists,  and  feet  remain  much  the  same.       At 

*  'Gazette  des  Hopitavix,'  Paris,  Jaiiiiary  the21st,  1904r,p.  69:  abstract 
in  'Medical  Eeview/  London,  March,  1904,  p.  154. 

t  On  '•'  Tuberculous  Rheumatism,"  see  also  Mohr,  '  Berliner  Klinik/ 
November,  1904 ;  and  Barbier,  '  Societe  Medicale  des  Hopitaux,'  April 
the  3rd,  1903. 

+  See  A.  Poncet,  "  Rhumatisme  tuberculeux  oii  pseixdo-rhumatisme 
d'origine  bacillaire,"  '  Gazette  des  Hopitaux,'  July  the  25th,  1901,  p.  817. 
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intervals  there  are  relapses,  which  last  over  many  weeks, 
and  during  which  the  temperature  is  raised  to  about 
100°  F.  At  these  times  there  is  a  good  deal  of  pain  in  the 
joints. 

The  fingers  have  the  spindle  appearance  of  rheumatoid 
arthritis ;  there  is  some  grating  in  some  of  the  inter- 
phalangeal  articulations.  Over  both  wrists,  on  the  dorsum 
of  each,  there  is  a  circumscribed  elastic  swelling  of  the 
connective  tissues. 

The  axillary  lymjJiatic  glands  are  enlarged  and  firm  ; 
this  enlargement  varies  with  the  activity  of  the  arthritis  in 
the  wrists. 

The  sjjleeu  has  not  been  detected  as  enlarged.  During 
the  last  year  a  systolic  murmur  has  been  repeatedly  heard 
over  the  region  of  the  impulse ;  it  is  faint  and  not  trace- 
able to  the  axilla.  It  is  doubtful  whether  there  is  organic 
disease  of  the  heart.  The  lungs  are  not  affected.  The 
disease  has  been  most  resistent  to  treatment.  A  radiograjdi 
showed  no  definite  changes  in  the  bones. 

[Exhibited  February  iJie  I7fh,  1905). 

Discussion. 

The  Chairman  (Dr.  Edmund  liobhouse)  (Brighton)  said 
he  presumed  the  reaction  to  the  tuberculin  in  Dr.  Parkes  Weber's 
case  was  a  general  one,  and  not  affecting  the  local  lesion.  Such 
cases  appeared  to  be  of  a  para-tuberculous  nature,  occurring  in 
tuberculous  children,  without  giving  rise  to  tuberculous  joint 
lesions.  Dr.  Poynton's  case  did  not  appear  to  be  of  quite  the 
same  character.  He  did  not  glean  that  there  was  in  that  child 
any  tuberculous  history  or  suspicion  of  that  disease. 

Dr.  F.  J.  Poynton  replied  that  there  Avas  nothing  obtainable 
in  the  history  which  was  of  any  help  towards  the  diagnosis. 

Dr.  F.  Parkes  Weber,  in  reply,  said  the  reaction  to  tuber- 
culin in  his  case  was  a  general  one,  not  noticeable  in  the  joints. 
With  regard  to  Dr.  Poynton's  other  case,  the  one  not  shown  at 
the  meeting,  it  was  very  interesting  that  a  definite  organic 
valvular  disease  of  the  heart  developed.  Whether  the  murmur 
which  had  been  heard  in  the  boy  exhibited  by  Dr.  Poynton  was 
organic  or  not  one  could  not  at  present  say,  since  it  Avas  not  very 
obvious  that  evening.  In  his  (Dr.  Weber's)  first  case  there 
could  be  no  doubt  that  the  boy  at  one  time  suffered  from  an 
actual  attack  of  endocarditis,  since  which  time  there  had  been  a 
persistent  systolic  mitral  invirmur. 
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54.  OSTEOMYELITIS    OF    THE    UPPER  END   OF   THE 

FEMUR. 

By  EDMUND   CAUTLEY,   M.D. 

On  December  the  16th,  1904,  a  boy,  aged  9  years,  was 
admitted  into  the  Metropolitan  Hospital  under  my  care  as 
a  case  of  rheumatic  fever.  His  temperature  was  103°  F., 
and  he  compUiined  of  pain  in  the  left  thigh.  The  pain  had 
begun  on  the  previous  day.  There  was  no  family  or  past 
history  indicative  of  rheumatism.  On  examining  him  two 
days  later  the  only  evidence  of  disease  consisted  of  pain  in 
the  upper  part  of  the  thigh,  some  limitation  of  movement, 
though  the  joint  did  not  seem  to  be  involved,  and  fever, 
which  had  not  yielded  to  the  action  of  salicylate  of  sodium. 
A  surgeon  was  asked  to  see  ]jim  with  a  view  to  the  case 
being  one  of  earl}'  hip-disease,  and  he  thought  the  joint 
was  not  affected. 

Blood  counts  on  December  the  19th,  20th,  and  21st 
showed  a  leucocytosis  of  18,500,  14,500,  and  19,000,  and 
on  December  the  25th,  28,500.  On  December  the  21st  and 
22nd  there  were  considerable  pain  in  the  right  shoulder 
and  tenderness  over  the  head  of  the  humerus.  The  arm  was 
held  close  to  the  side.  Next  day  there  was  pain  in  the  left 
shoulder  for  a  few  hours.  On  December  the  28th  an  ex- 
ploratory incision  was  made  over  the  left  great  trochanter, 
but  nothing  was  found.  During  the  whole  time  since 
admission  the  fever  had  continued,  running  an  irregular 
course,  and  for  the  three  nights  before  the  incision  up  to 
102°  F.  The  boy  was  considerably  angemic,  presented 
hgemic  murmurs  over  the  heart,  and  an  unduly  frequent 
pulse,  always  over  100  per  minute.  The  local  signs  in  the 
left  thigh  had  remained  about  the  same.  After  the  ex- 
ploratory operation  the  boy^s  condition  was  much  the  same 
during  the  whole  of  January.  The  temperature  was  lower 
for  a  few  days,  and  after  that  ranged  between  98°  F.  and 
100°  F.      On  January  the   19th  and  25th  the  blood  count 
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showed  a  leucocytosis  of  22,000  and  18,000.  Towards  the 
end  of  the  month  the  upper  part  of  the  thigh  increased 
somewhat  in  thickness,  the  limitation  of  movement  remain- 
ing the  same,  with  pain  on  flexion  and  abduction,  but  none 
on  rotation  of  the  head  of  the  femur.  A  skiagram  taken 
on  January  the  27th  by  Mr.  Greenhill  sliowed  some 
thickening  and  rarefaction  of  the  neck  of  the  femur  and 
about  the  epiphysis  of  the  great  trochanter. 

On  February  the  8th  there  was  evidence  of  a  little  pus 
under  the  scar  of  the  former  operation.  The  wound  was 
opened  up  and  a  probe  could  then  be  passed  down  to  bare 
bone.  Cultivations  made  from  the  pus  yielded  a  growth  of 
Staphylococcus  aureus. 

The  boy^s  condition  remains  much  the  same.  He  is  not 
qviite  as  anaemic  as  on  admission,  and  he  appears  to  have 
gained  flesh  a  little.  His  pulse  rate  still  remains  unduly 
high.     The  leucocytosis  yesterday  was  14,800. 

The  diagnosis  and  the  treatment  of  this  case  are  of  great 
interest.  In  the  first  place  the  disease  had  to  be  differen- 
tiated from  acute  rheumatism  and  from  hip-disease.  In 
view  of  the  anasmia,  the  leucocytosis,  and  the  aifection  of 
the  shoulders,  temporary  though  it  was,  I  took  the  view 
that  the  case  was  one  of  pyasmia,  starting  in  or  about  the 
hip-joint.  At  present  I  am  inclined  to  think  that  the  actual 
diagnosis  lies  between  an  epiphysitis  of  the  great  tro- 
chanter, with  spread  of  the  inflammatory  process  to  the  neck 
of  the  femur,  and  a  very  subacute  form  of  osteomyelitis 
starting  in  the  lower  part  of  the  neck  of  the  femur  where 
it  joins  the  diaphysis. 

The  prognosis  is  uncertain  as  to  duration  and  ultimate 
result.  In  all  probability  further  surgical  treatment  will 
be  necessary,  and  possibly  a  sequestrum  will  form  and  have 
to  be  removed. 

{Exliihitecl  Fehruarij  the  17th,  1905.) 

Discussion. 

Mr.  Douglas  Drew  said  a  point  which  arose  was  as  to 
whether  the  pus   which   had  appeared  was  the    result   of    the 
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opei'ative  procedure  adopted.  There  was  mucli  to  be  said  in 
favour  of  the  view  put  forward  by  Dr.  Cautley,  i.  e.  mild  pyaemia, 
because  the  other  joints  were  simultaneously  affected.  He  had 
not  examined  the  skiagraph,  but  from  what  Dr.  Cautley  had 
said  there  was  thickening  of  the  neck  of  the  femur  and  trochanter 
and  the  upper  portion  of  the  shaft,  showing  thei'e  must  be  an 
extensive  lesion.  Also,  as  there  was  pyrexia,  he  thought  further 
exploration  should  be  carried  out,  to  examine  the  condition  and 
see  what  the  extent  of  the  disease  was,  and  also  to  establish  free 
drainage.  He  recently  had  a  somewhat  similar  case,  that  of  a 
child  admitted  with  subacute  symptoms  about  the  hip-joint. 
It  was  a  question  whether  that  case  should  be  operated  upon  at 
once.  He  waited  two  or  three  days  and  the  symptoms  appeared 
to  be  subsiding,  but  as  he  found  there  was  fluctuation  he  cut 
down  on  the  abscess,  which  was  pointing  in  front,  and  found 
that  it  went  down  to  the  vicinity  of  the  trochanter.  There  was 
no  disease  of  the  hip- joint,  and  he  could  not  make  out  any  disease 
of  the  trochanter.  The  abscess  healed,  and  the  child  went  out 
well  in  six  weeks.  He  thought  it  must  have  been  suppuration 
in  one  of  the  l)urs8e  in  the  neighbourhood  of  the  joint. 


55.  HEMIPLEGIC    SPASTICITY  AND    INCO-ORDINA- 
TION   IN    A   CHILD   OF   FIVE. 

By   EDMUND    HOBHOUSE,    M.D. 

The  first  syniptoins  were  noticed  about  a  year  ago,  when 
a  weakness  of  the  right  arm  was  seen.  He  had  a  convul- 
sion in  July,  1908,  and  was  in  the  Sussex  County  Hospital 
for  a  few  days  just  before  he  Avas  brought  to  the  Children's 
Hospital  with  pneumonia,  and  six  months  before  any 
nervous  symptoms  appeared.  He  Avas  re-admitted  to  the 
Children's  Hospital  in  February,  1904,  and  soon  after 
admission  began  to  throw  out  his  right  leg,  much  as  he 
does  now.  The  symptoms  seemed  to  improve  for  a  time 
under  potassium  iodide,  but  soon  relapsed  again,  and  got 
steadily  worse,  inco-ordination  and  coarse  tremor  on 
attempted  movement  being  very  marked.  The  condition 
has   been  fairly   stationary    now  for  about  eight  months. 
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The  optic  discs  are  normal,  and  there  are  no  other  sym- 
ptoms. The  mental  condition  is  quite  good,  and  the  chihl 
seems  well  in  other  ways.  The  right  knee-jerk  is  almost 
impossible  to  obtain. 

{Ej'hibited  February  the  17th,  1905). 

Discussion. 

Dr.  F.  Parkes  Weber  thought  that  if  there  were  no  symptoms 
poiutiug  to'cerebral  tumour,  such  as  optic  neuritis,  or  convulsions, 
or  headache,  the  most  probable  explanation  suggesting  itself  was 
some  form  of  obliteration  of  small  arteries  on  one  side  of  the 
brain.  This  might  be  syphilitic,  but  he  did  not  think  all  cases 
in  which  there  was  obliteration  of  arteries  affecting  some  part  of 
the  cerebral  motor  tract  were  necessarily  syphilitic. 

Dr.  F.  J.  Poynton  said  he  was  not  convinced  that  there  was 
spasticity  of  the  limb,  but  there  was  inco-ordination.  It  was 
diflicidt  to  believe  it  was  a  slow-growing  tumour  if  there  was  no 
rigidity.  He  noticed  there  was  a  flexor,  not  an  extensor,  response. 
He  had  no  alternative  diagnosis  to  offer,  but  the  condition  seemed 
to  have  come  on  after  an  attack  of  pneumonia,  and  might  possibly 
be  a  cerebellar  lesion. 

The  Chairman  (Dr.  Edmund  liobhouse)  (Brighton),  in 
reply,  said  he  should  have  called  it  a  case  uf  inco-ordination 
rather  than  of  spasticity.  There  was  some  rigidity  at  times  and 
at  others  it  was  not  marked.  The  notes  of  the  case  were  lost, 
which  prevented  him  giving  all  the  particiilars.  He  was  pi'e- 
pared  with  no  hypothesis,  but  had  been  inclined  to  think  it  was 
cerebellar. 


56.  A    CASE    OF    SYPHILITIC    AETHRITIS. 
By   AETHUE    EDMUNDS,    B.S. 

The  patient,  a  boy,  aged  7  years,  has  had  a  painless 
swelling  of  the  right  knee  for  two  years.  Treatment  has 
been  by  splinting  until  recently,  since  when  mercurial  treat- 
ment has  been  adopted.  Marked  diminution  in  swelling 
has  followed.  A  skiagram  shows  thickening  of  the  synovial 
membrane,  without  bonv  or  other  changes.    His  mother  has 
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had  five  miscarriages;  she  was  also  infected  with  "eczema" 
from  the  patient,  which  produced  marked  scarring  about 
the  nose.  {Exhihited  February  the  17th,  1905.) 


57.  A   CASE   OF   SYPHILITIC   AETHEITIS. 
By   G.   a.    SUTHERLAND,   M.D. 

The  patient,  a  boy,  is  12  years  okl.  A  month  previously 
swelling  of  both  knees  had  been  observed,  more  marked  in 
the  right.  He  had  suffered  no  pain  except  after  prolonged 
exercise.  He  had  never  suffered  from  rheumatism  or  other 
acute  illness,  and,  apart  from  the  condition  of  the  knees, 
had  no  subjective  or  objective  signs  of  ill  health.  Both 
knee  -  joints  were  markedly  swollen  and  contained  free 
fluid,  but  there  was  no  thickening,  or  tenderness,  or  heat, 
or  limitation  of  movement,  apart  from  that  caused  by  the 
swelling.  The  muscles  above  and  below  the  joint  were 
slightly  wasted.  There  was  no  family  history  obtainable, 
and  the  boy  himself  could  not  remember  any  previous 
illness.  There  was  slight  blepharitis  in  both  eyelids,  but 
the  fundi  and  media  were  healthy.  Around  the  alse  nasi 
there  was  some  scarring.  The  teeth  were  healthy.  The 
facial  expression  might  be  characterised  as  syphilitic  or, 
at  least,  degenerate. 

The  diagnosis  in  this  case  was  based  on  the  occurrence 
of  a  painless  fluid  swelling  of  both  knee-joints,  unaccom- 
panied by  other  manifestations  of  disease.  The  absence  of 
pain,  of  any  pyrexia,  of  other  joint  lesions,  and  of  cardiac 
involvement  was  sufficient  to  exclude  rheumatism.  Osteo- 
arthritis and  tuberculous  disease  could  also  be  excluded. 
Dr.  Sutherland  asked  for  information  as  to  the  results  of 
treatment  in  these  cases.  Some  writers  said  that  rapid 
recovery  usually  followed  the  use  of  mercury  and  iodide  of 
potassium.  His  personal  experience  had  been  that  these 
drugs  did  not  produce  any  marked  effect,  and  that   the 
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disease  ran  a  prolonged  course^  ending  in  spontaneous 
recovery.  He  referred  to  another  case  at  present  under  his 
care:  A  girl,  aged  19  years,  had  her  first  attack  of  arthritis, 
involving  both  knees,  at  the  age  of  8,  her  second  at  the 
age  of  17,  and  the  third  a  fortnight  ago,  when  the  right 
wrist  was  also  involved.  She  had  also  suffered  from  inter- 
stitial keratitis.  {E-rhihUed  Fehruary  the  17th,  1905.) 

Discussion. 

Dr.  F.  J.  Poynton  said  it  liad  been  recently  pointed  out  by 
Paton,  and  also  by  contiuental  writers  that  there  were  various 
types  of  syphilitic  arthritis,  some  of  which  were  simple  synovitis 
and  others  osteo-arthritis,  and  others  in  which  thei'e  was  a  peri- 
articular swelling.  The  prognosis  was  very  different  in  those 
various  types.  Where  there  was  a  good  deal  of  peri-articiilar 
swelling  the  response  to  mercury  seemed  to  be  very  slow. 
Simple  synovitis  quickly  reacted  to  treatment.  Syphilitic  deaf- 
ness, coming  on  at  the  same  time  as  the  joint  changes,  sometimes 
occurred . 

The  Chairman  (Dr.  Edmund  Hobhouse)  (Brighton)  said 
such  cases  were  of  very  great  interest,  and  he  thought  the 
majority  of  them  came  rather  under  the  surgeon  than  under 
the  physician.  He  remembered  when  fifteen  years  ago  the 
coincidence  of  interstitial  keratitis  with  double  effusion  into  the 
knee-joint  was  first  pointed  out  by  some  ophthalmic  surgeon, 
and  since  then  he  thought  it  had  been  well  recognised  that  at 
the  time  when  interstitial  keratitis  was  first  apt  to  appear  there 
was  also  likely  to  be  a  painless  effusion  into  the  knee-joint. 
There  seemed  little  doubt  that  Dr.  Sutherland's  case  was  one 
of  that  kind.  Double  painless  effvisiou  into  the  knee-joint  was 
suspicious  of  syphilis,  as  there  was  scarcely  anything  else  which 
could  cause  it.  With  regard  to  Mr.  Edmunds'  case,  he  supposed 
a  single  joint  affection  was  rather  rarer  than  double. 


58.  ACQUIEED    CLUB  FOOT    WITH    MAEKED 
HEREDITARY   HISTORY. 

By   DOUGLAS    DREW,   B.S. 

The   patient,  a    female   child,  aged    8    years,  developed 
pes  cavus  witli  talipes  equinus  A'arus  at  age  of  6  years.    Her 
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mother  was  similarly  affected,  her  brother  and  grand- 
mother also,  and  in  all  the  deformity  appeared  at  about 
the  same  age.  The  mother's  aunt  was  also  affected,  and 
another  aunt  had  a  son  Avho  also  developed  club  feet. 

The  child  presented  no  evidence  of  any  nervous  disease, 
beyond  that  the  knee-jerks  were  exaggerated,  and  the 
mother  showed  no  signs  of  any  nervous  lesion.  He  invited 
physicians  to  say  whether  there  was  likely  to  be  any  under- 
lying nervous  lesion. 

{ExUhUed  February  the  17th,  1905.) 

Discussion. 

Dr.  Edmund  Cautiey  said  lie  did  not  think  there  was  any 
evidence  of  nerve-disease ;  he  regarded  it  as  simply  a  trans- 
mission of  an  hereditary  peculiarity.  The  club  foot  had  been 
transmitted  through  different  genei'atious,  in  the  same  way  as 
superfluous  fingers  or  toes,  or  even  a  characteristic  nose. 


59.  EXCISION    OF    BOTH    HIP-JOINTS    FOR 
TUBERCULOUS   DISEASE. 

By  DOUGLAS   DREW,  B.S. 

The  disease  first  appeared  on  the  left  side  and  was  treated 
for  some  months  in  a  double  Thomas's  splint,  when  an 
abscess  develoj)ed.  Excision  was  performed  in  July,  1905, 
the  head  of  the  bone  being  removed  and  the  synovial 
membrane  dissected  away.  It  healed  by  first  intention. 
Some  months  later  a  small  tuberculous  focus  was  excised 
from  the  scar ;  this  did  not  extend  deeply.  As  the  result 
of  a  fall  out  of  an  invalid  cart  upon  the  right  hip  disease 
developed  and  an  abscess  formed.  It  was  treated  in  the 
same  manner  as  upon  the  left  side,  and  healed  by  first 
intention. 

It  is  now  seven  months  since  the  second  operation.  The 
child  is  in  good  health.  The  joints  are  ankylosed  in  a 
good  position,  there  being  no  tendency  to  adduction. 

{Exhibited  February  the  17th,  1905.) 
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60.  A  CASE   OF   SPASTIC   DIPLEGIA  WITH   OPTIC 
ATROPHY. 

By  eric   PRITCHARD,   M.D. 

The  case  is  one  of  spastic  diplegia  in  a  child  aged  2  years. 
The  father  is  stated  to  be  consumptive  and  the  mother  has 
a  skin  lesion  of  the  face  which  appears  to  be  lupus.  The 
mother  has  had  seven  children,  of  whom  three,  including 
this  one,  are  alive  ;  the  remaining  four  died  during  early 
infancy.  There  have  been  no  miscarriages,  but  one  of  the 
deceased  infants  was  born  prematurely.  The  labour  in  the 
case  of  this  child  was  difficult  and  prolonged,  and  the 
presentation  that  of  the  head.  No  instruments  were  used. 
The  present  condition,  as  far  as  general  nutrition  is  con- 
cerned, is  apparently  good.  There  are  no  obvious  stigmata 
of  degeneration,  except  that  the  external  genitals  are  some- 
what undeveloped  and  that  the  head  is  distinctly  micro- 
cephalic (17|  inches  in  circumference).  The  ordinary 
organic  functions,  such  as  digestion,  excretion,  etc.,  appear 
to  be  quite  normal  and  the  child  is  clean  in  her  habits.  The 
spastic  rigidity  is  almost  universal,  including  that  of  the 
nmscles  of  the  head;  it  is  more  marked  on  the  right  side  of 
the  body.  The  child  is  quite  incapable  of  performing  any 
voluntary  movement  of  the  limbs.  Owing  to  complete  inco- 
ordination and  spasm,  she  has  never  succeeded  in  grasping 
any  object  with  her  hands,  and  has  made  no  attempts  at 
walking.  The  knee-jerks  are  somewhat  difficult  to  elicit  owing 
to  the  spasm  of  the  muscles,  especially  on  the  right  side  ;  on 
the  left  they  appear  slightly  exaggerated.  There  is  no  ankle 
clonus,  but  Babinsky's  reflex  is  well  marked  in  the  hallux  of 
the  right  foot.  In  both  arms  there  are  almost  constant  chorei- 
form movements  which  take  the  form  of  periodic  extension 
and  separation  of  the  phalanges  of  the  hand,  and  jerky 
athetoid  movements  of  the  arms.  The  child  is  subject  to 
frequent  fits,  sometimes  six  or  seven  in  the  hour ;  they  last 
only  a  few  minutes  and  commence  with  a  convulsive  salaam, 
then  a  short  period  of  tonic  contraction  of  the  extensors, 
and  finally  there  is  a  phase  of  apparent  unconsciousness. 
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(Inriiio-  wliic'li  tiiiu'  tlio  child  remain.s  perfectly  still,  ratlier 
huddled  (n-er  to  the  left,  and  in  a  condition  of  complete  ex- 
haustion. The  first  attack  of  this  nature  is  stated  to  have 
occurred  on  the  third  day  of  life.  The  child  shows  no  signs 
of  intellio'ence;  she  takes  no  notice  whatsoever.  She  has 
well-developed  hyperacusis ;  she  turns  round  in  the  direc- 
tion of  sounds,  and  sometimes  has  a  convulsive  seizure  on 
hearing-  a  loud  noise.  She  appears  to  be  completely  blind, 
although  the  movements  of  the  eyes  are  good  in  all  direc- 
tions, and  the  pupils  react  to  light.  The  condition  of  the 
discs  is  one  of  atrophy ;  they  are  extremely  j)ale,  and  the 
edges  well  defined.  She  is  completely  aphasic,  but  the 
sensations  of  taste,  smell,  and  touch  appear  normal. 

The  diagnosis  presents  difficulties,  although  in  its  main 
essentials  the  case  might  be  classified  as  a  birth  palsy; 
there  is  no  clear  evidence  that  any  damage  was  done  to  the 
brain  during  the  time  of  birth,  and  it  is  difficult  to  see  how 
any  hfemorrhage  which  could  be  responsible  for  such  ex- 
tensive spasticity  and  for  the  optic  atrophy,  could  have 
been  otherwise  than  fatal  at  the  time  of  its  occurrence. 

On  the  other  hand,  if  the  case  is  to  be  regarded  as  one  of 
congenital  defect  in  the  development  of  the  nerve  elements, 
the  remarkably  good  condition  of  the  organic  functions  and 
the  absence  of  physical  stigmata  of  degeneration  require 
explanation,  as  also  do  the  repeated  convulsions  and  chorei- 
form movements.  The  case  certainly  has  similarities  with 
amaurotic  family  idiocy,  although  no  other  member  of  the 
family  appears  to  be  affected  in  the  same  way,  and  the 
])athognomonic  signs  of  this  disease,  namely,  macular 
changes,  are  absent.  On  the  whole  I  am  inclined  to  regard 
the  case  as  one  of  microcephalic  congenital  idiocy  due  to 
arrested  or  perverted  development  of  the  nerve  elements, 
possibly  the  consequence  of  the  tuberculous  condition  of 
the  parents.  {Exhibited  January  the  17th,  1905.) 

Discussion. 

The  Chairman  (Dr.  Edmund  Hobhouse)  (Brighton)  said 
such   cases   were  alwavs   of   considerable  interest,    and  it  was 
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generally  difficult  to  explain  the  extent  of  the  lesions  found  on 
any  available  theory,  as  Dr.  Pritchard  had  pointed  out.  He  had 
seen  a  number  of  such  cases  within  the  last  three  or  four  years, 
but  there  was  generally  extreme  difficulty  in  examining  the  eyes. 
In  two  or  three  of  his  cases  there  was  pronounced  convergent 
strabismus,  so  that  it  was  almost  impossible  to  get  a  sight  of  the 
discs.  In  the  present  case  it  looks  as  if  the  labour  had  some- 
thing to  do  with  it.  Many  such  cases  had  been  reported  in 
which  there  was  considerable  injury  to  the  cerebral  hemispheres 
during  labuur,  but  there  are  others,  again,  in  which  there  was 
no  evidence  of  instrumental  injury  or  of  any  pressure  during 
birth.  He  exhibited  a  case  a  few  days  ago  in  which  labour  had 
been  easy,  but  there  was  extensive  damage  of  tliat  type  ;  the  legs 
were  crossed,  there  was  convergent  strabismus,  but  the  child  was 
fairly  intelligent,  though  the  spasticity  was  extreme. 

Dr.  Edmund  Cautley  said  Dr.  Pritchard  had  given  such  a 
clear  description  that  he  could  not  agree  it  was  congenital  micro- 
cephaly. He  did  not  think  that  a  condition  which  developed 
apparently  three  days  after  birth  could  be  spoken  of  as  con- 
genital. He  inclined  to  the  view  suggested  by  Dr.  Pritchard's 
description,  that  in  all  probability  some  haemorrhage  had  taken 
place  a  few  days  after  birth,  or  that  some  injury  was  done  to 
the  brain  at  bii'th,  either  from  haemorrhage  or  pressure,  and 
that  some  encephalitis  had  been  produced,  setting  up  secondary 
sclerosis.  Such  an  explanation  would  account  for  the  blindness. 
There  might  be  an  extensive  meningeal  haemorrhage  over  the 
whole  surface  of  the  brain,  not  necessarily  very  thick  but  widely 
diffused,  causing  encephalitis  and  damage  to  the  visual  centres 
in  the  ophthalmic  lobes.  The  child  was  definitely  microcephalic, 
but  it  seemed  to  him  it  was  one  of  secondary  development 
rather  than  a  congenital  condition.  He  had  seen  cases  develop 
even  later  in  life.  One  baby  was  born  apparently  perfectly 
healthy  and  remained  so  for  several  months,  undergoing  appa- 
rently normal  development,  until  she  suddenly  started  having 
fits  and  developed  all  the  signs  of  encephalitis,  after  which 
she  became  a  microcephalic  idiot,  but  without  any  spasticity. 
In  that  case  the  evidence  was  in  favour  of  an  encephalitis 
affecting  the  frontal  lolies. 

Dr.  Q.  A.  Sutherland  remarked  that  the  unusual  feature 
in  the  case  was  the  optic  atrophy,  of  which  no  very  clear  ex- 
planation had  been  forthcoming.  He  suggested  that  one  other 
possible  cause  was  syphilis.  When  there  was  optic  atrophy  in 
such  cases  it  was  suggestive  of  a  syphilitic  origin.  He  did  not 
know  whether  there  were  any  changes  in  the  choroid,  but  he 
could  recall  cases  in  which  optic  atrophy  had  been  associated 
with  syphilis.  He  was  getting  more  sceptical  about  the  theory 
of  meningeal  haemorrhages  at  birth.  If  a  haemorrhage  occurred 
sufficiently  extensive  to  prodiice  the  changes  seen,  he  thought  it 
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"vvovxld  have  been  a  fatal  one.  The  other  theories  which  had  been 
advanced,  viz.  direct  injury  to  the  brain  and  the  non- develop- 
ment of  tliat  organ,  were  more  plausible. 

Dr.  Eric  Pritchard,  in  reply,  said  he  thought  Dr.  Cautley 
misunderstood  him.  He  (Dr.  Pritchard)  concluded  it  was  a 
congenital  condition.  Although  the  first  symptom  was  only 
noticed  on  the  third  day,  it  was  possible  the  child  had  a  fit  before 
that.  He  did  not  suppose  that  at  the  third  day  a  haemorrhage 
took  place  which  could  account  for  the  subsequent  symptoms. 
He  agreed  with  Dr.  Sutherland  that  if  a  haemorrhage  had 
occurred  svifficieutly  large  to  cause  the  symptoms  now  seen,  the 
result  must  have  been  death. 


61.  CONaENITAL   ABSENCE    OF    GALL-BLADDER 
AND  BILE-DUCTS. 

By   EDMUND    HOBHOUSE,   M.D. 

The  specimen  was  removed  from  a  female  child,  aged  7 
months,  jaundiced  from  birth.  The  urine  was  somewhat 
milky,  but  contained  no  bile  salts  or  pigment,  and  no 
albumin.  The  feeces  were  white.  The  child  took  food 
well,  and  was  not  sick,  but  was  much  emaciated,  weighing- 
only  9  pounds  at  the  time  of  its  death,  at  8  months.  The 
liver  weighed  8  ounces ;  it  showed  no  trace  of  gall-bladder 
or  bile-ducts.  Microscopically  there  was  well-marked 
cirrhosis,  the  changes  being  interlobular,  and  in  places 
intra-lobular.  Bile  secretion  had  evidently  gone  on  actively. 
{Exhibited  February  the  17fh,  1905.) 


62.  INTERSTITIAL    NEPHRITIS    IN    A    CHILD    OF 
SIX  AND   A   HALF   WITH   RENAL   RETINITIS. 

By   EDMUND   HOBHOUSE,  M.D. 

The  chief  points  of  interest  in  this  case  from  which 
the  kidneys  exhibited  Avere  taken  were  briefly  that  the 
early    symptoms    rather    suggested    cerebral    than    renal 
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mischief ;  the  fits  resembled  those  due  to  a  pontine  lesion ; 
that  the  hfemoi'rhage  seemed  to  be  a  relief  to  the  kidneys, 
the  flow  of  urine  increasing  during  its  continuance ;  and 
that  the  ocular  symptoms  were  severe.  In  other  respects 
the  case  resembles  others  of  the  same  kind.  The  cause  was 
probably  scarlet  fever.  There  was  no  evidence  of  congenital 
syphilis,  nor  was  there  anything  to  explain  the  rapid  course 
of  the  disease.  The  only  point  in  the  family  history  was 
the  presence  of  tuberculosis  on  both  sides. 

B.  B — ,  aged  Qh  years.  At  3  years  of  age  she  had  sore- 
throat,  which  her  mother  believes  was  scarlet  fever.  This 
was  followed  by  some  swelling  of  the  feet  and  legs ;  other- 
wise she  was  healthy  till  four  months  ago,  though  not  strong. 
Then  she  Avas  sick  in  school,  and  has  suifered  since  from 
headache  and  sickness  occasionally.  On  November  the 
23rd,  1904,  at  3  a.m.,  she  had  general  convulsions,  and 
was  admitted  into  the  hospital  the  same  day. 

State  on  admission. — A  delicate,  refined-looking  child,  thin 
but  fairly  well  developed,  somewhat  collapsed,  and  dull  and 
drowsy.  Two  hours  later  she  was  very  sick,  and  remained 
so  for  some  hours,  quite  irrespective  of  food.  Quite  con- 
scious, but  does  not  speak ;  no  paralysis  or  rigidity,  no 
headache;  abdomen  very  retracted.  On  November  the 
25th,  at  8.30  p.m.,  she  Avas  suddenly  seized  with  convul- 
sions ;  the  spasms  were  limited  to  the  right  arm  at  first  for 
about  fifteen  minutes,  then  after  ten  minutes'  remission  the 
right  arm  and  left  face  began  twitching,  and  shortly  after 
that  the  right  leg.  This  lasted  intermittently  till  4  a.m., 
with  somewhat  stertorous  breathing.  Chloral  and  bromide 
of  potassium  were  given  by  the  rectum.  Urine,  sp.  gr.  1030, 
alkaline,  with  small  amount  of  albumin ;  no  casts.  On 
November  the  27th  the  eyes  were  examined,  and  a  suspicion 
of  renal  retinitis  noted.  On  December  the  3rd  the  eyes 
were  re-examined,  and  some  soft  white  patches  seen  in  the 
fundus ;  no  hsemorrhages.  General  condition  about  the 
same,  quite  conscious  but  dull ;  no  more  vomiting.  On 
December  the  20th  blood  was  noticed  in  the  urine,  which 
Avas  not   smoky  but  port-wine  colour ;    no  casts   could  be 
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found.  The  urine,  which  had  varied  from  25  to  30  ounces 
per  diem,  rose  to  between  40  and  50  ounces,  and  remained 
at  that  level  till  January  the  6th,  when  it  gradually  sank 
till  death,  which  occurred  on  January  the  20th.  The  blood 
persisted  till  January  the  10th  and  then  disappeared.  On 
January  tlie  8th  vomiting  began,  which  persisted  till  death. 
jSTo  casts  were  discovered  till  the  urine  was  centrifugalised, 
when  a  small  number  of  hyaline  casts  were  found,  with  a 
moderate  number  of  erythrocytes  and  leucocytes.  The 
renal  retinitis  on  January  the  10th  was  of  the  most  typical 
character.  In  both  eyes  there  were  numerous  heemorrhages, 
large  white  patches,  and  numerous  small,  glistening,  white 
dots,  very  extensive  areas  of  both  fundi  being  involved. 
The  discs  were  moderately  swollen.  Owing  to  the  child^s 
mental  drowsiness  it  was  not  thought  worth  while  to  test 
the  vision.  She  became  gradually  exhausted,  and  died  on 
January  the  20th  of  simple  asthenia,  just  about  two  months 
from  her  admission  into  hospital  and  the  date  when  the 
renal  retinitis  was  commencing.  She  had  no  return  of 
convulsions  or  coma. 

Post-mortem  examination. — There  was  practically  no  sign 
of  disease  in  the  body  except  in  the  kidneys,  of  which  the 
left  was  exceedingly  small,  weighing  about  half  an  ounce  ; 
the  right  weighed  2 1  ounces  and  was  a  good  deal  puckered. 
Dr.  Bushnell,  pathologist  to  the  Sussex  County  Hospital, 
who  kindly  examined  them,  reports  that  they  are  probably 
secondary  to  a  mottled  kidney  caused  by  a  former  acute  or 
subacute  nephritis.  The  brunt  of  the  lesion  has  fallen  on 
the  glomeruli,  which  are  the  seat  of  proliferation  of  the 
epithelium,  of  capsulitis  and  a  hyaline  change.  The 
arterioles  are  thickened.  There  are  no  gummata;  the 
naked  eye  and  histological  characters  favour  a  secondary 
rather  than  a  primary  interstitial  nephritis. 

{Exhibited  February  the  \lth,  1905.) 
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03.  A    CASE    OF    ALOPECIA    UNIVEESALIS. 
By   otto   ORUNBAUM,  M.D. 

H.  J — ,  a  male^  aged  9  years.  Two  years  ago  the  hair 
on  hi.s  head  came  out  in  patches,  those  patches  coalesced, 
and  complete  baldness  occurred  within  a  year  of  the  begin- 
ning of  the  disease.  As  soon  as  the  baldness  was  complete 
the  eyebrows  and  most  of  the  lashes  seemed  to  fade  away. 
The  nails  are  normal.     No  history  of  disease  or  worry. 

{Exhibited  March  the  11th,  1905.) 

Discussion. 

Mr.  George  Pernet  remarked  that  those  cases  of  alopecia 
areata  terminating  in  a  generalised  alopecia  were  not  very 
comniou,  bvit  in  skin  departments  cue  naturally  saw  more  of 
them  than  in  a  general  medical  department.  There  were  at  present 
two  or  three  cases  in  children  attending  the  University  College 
Hospital,  and  he  had  seen  several  instances  of  it  altogether  in 
the  last  ten  years.  As  Dr.  Grriinbaum  had  fovmd,  they  Avere 
very  rebellious  to  treatment,  and  very  discouraging  to  both 
patient  and  doctor.  In  some  cases  he  had  succeeded  in  getting 
a  growth  of  hair  to  appear,  but,  after  continuing  there  for  a  few 
weeks,  the  whole  of  it  had  come  off,  and  it  became  necessary  to 
start  the  treatment  afresh.  It  was  necessary  to  persevere,  and 
in  the  present  case  the  age  was  in  favour  of  the  patient.  One 
case  attending  University  College  Hospital  had  gone  on  for 
many  years  getting  crops  of  hair  and  losing  them  again.  It  Avas 
difficult  to  label  any  germ  as  a  specific  cause  of  the  condition. 
There  was  also  the  neurotic  view  to  be  taken  into  account.  It 
was  very  necessary  to  keep  the  child's  health  at  the  best  possible 
level,  because  he  had  found  that  if  malt  extract  and  hvpophos- 
phites  were  given  to  badly  nourished  children  that  helped  the 
treatment  very  much.  Thyroid  treatment  had  not  been  of  much 
use.  Stimulating  lotions  should  be  employed,  the  formulae  for 
which  were  endless.  Kromayer  had  advocated  light  treatment, 
but  the  speaker  did  not  think  that  was  of  more  use  than  a 
stimulant  local  treatment ;  indeed,  that  was  how  the  light  acted. 

Dr.  C.  W.  Chapman  called  attention  to  the  fact  that  there 
were  patches  of  hair  on  the  hands  of  the  patient. 

Dr.  Otto  GriJnbaum,  in  reply,  remarked  that  it  was  not 
strictly  a  case  of  alopecia  universalis,  because  there  were  patches 
of  hair  on  the  hands  and  a  few  eyelashes  on  the  lower  lid  of  the 
left  eye. 
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64.  A   CASE   OF  LATE   EICKETS. 
By   EOBEKT   HUTCHISON,  M.D. 

The  patient,  a  boy,  aged  9  years  and  8  months,  Avas 
l)rouglit  to  hospital  suifering-  from  bending  of  the  legs, 
which  had  been  getting  rapidly  worse  for  some  months,  and 
for  a  few  weeks  had  incapacitated  him  from  walking.  The 
history  was  that  he  had  been  delicate  since  an  attack  of 
diarrhoea  and  vomiting  at  16  months.  At  the  age  of  3  years 
he  had  rickets,  from  which  he  had  never  completely  re- 
covered, but  the  condition  had  become  aggravated  recently 
as  stated  above.     He  had  never  walked  well. 

He  was  breast-fed  till  8  months  old,  and  after  that  had 
pure  cow's  milk.  The  diet  subsequently  seemed  to  have 
been  quite  a  fair  one.  He  had  had  no  important  illnesses. 
He  was  the  second  of  five  children,  of  whom  one,  a  girl, 
aged  8  years,  is  suffering  from  marked  genu  valgum  and 
enlargement  of  the  epiphyses  of  the  long  bones ;  another, 
aged  6  years,  has  slight  knock-knee ;  and  another,  aged  2^ 
years,  has  rickets  and  bow  legs.  The  patient  himself  was 
fairly  well  nourished,  but  exhibited  very  marked  enlarge- 
ment of  the  lower  ends  of  the  radius  and  ulna  and  of  the 
epiphyses  of  the  knee-joint  and  ankles,  along  w4th  typical 
rickety  curvature  of  the  femora  and  tibia3.  The  skull  and 
viscera  showed  no  change,  nor  was  there  any  beading  of 
the  ribs  or  deformity  of  the  chest. 

{Exhibited  March  the  17th,  1905.) 

Discussion. 

Dr.  Leonard  Guthrie  said  he  had  grave  doubts  of  the 
existence  of  late  rickets.  He  had  never  seen  such  a  case  and 
was  rather  inclined  to  follow  the  second  idea  suggested  by  Dr. 
Hutchison,  viz.  that  it  was  a  case  of  continuous  rickets  with 
exacerbations,  which  he  supposed  did  occasionally  happen  in 
rickets.  If  there  were  skiagrams  of  the  case,  they  would  be  useful 
as  throwing  light  ou  whether  there  was  a  true  enlargement  of 
the  epiphyses  as  in  rickets,  or  whether  the  diaphyses  wei-e 
affected  as  in  foetal  rickets  or  achondroplasia.     He  did  not  think 
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it  was  achondroplasia,  ueitlier  did  lie  regard  it  as  ordinary 
rickets. 

Mr.  Jackson  Clarke  said  that  persistent  rickets  in  ortho- 
paedic cliniques  was  common  up  to  8,  10,  13,  and  14  years  of 
age.  In  the  cases  of  knock-knee  and  fiat  foot  which  arose  in 
adolescents  one  cov;ld  generally  trace  slight  rickets  which  had 
lasted  from  infancy.  He  had  three  or  four  cases  under  his  care 
in  which  the  bone  lesions  were  very  pronovmced,  with  thickening 
of  the  epiphyses  in  girls  and  youths  of  13  and  14  years  of  age. 

Dr.  Q.  A.  Sutherland  thought  that  persistent  rickets  was 
not  common  in  the  experience  of  most  medical  men.  He  had 
been  somewhat  sceptical  about  that  condition  for  some  years. 
Considering  the  number  of  cases  of  rickets  which  passed  through 
the  hands  of  a  physician  to  a  children's  hospital,  one  would 
expect  to  see  it  more  freqiiently  than  was  at  present  the  case, 
especially  such  a  striking  condition  as  in  Dr.  Hutchison's 
patient.  The  history  in  the  case  was  somewhat  vague,  as  Dr. 
Hutchison  could  not  tell  exactly  what  the  progress  of  the  case 
had  been,  but  the  boy  said  he  had  never  been  able  to  walk  at  all 
well  and  he  had  been  worse  lately  ;  therefore  one  might  conclude 
that  the  illness,  whatever  it  was,  had  never  passed  oft'  entirely. 
The  condition  of  the  limbs  was  striking,  because  even  in  rickets 
such  an  enlargement  of  the  epiphyses  would  be  extremely  un- 
usual, and  allowing  for  the  patient's  age,  9  years,  the  enlarge- 
ment seemed  to  be  enoi-mous.  But  perhaps  that  was  intensified 
by  the  fact  that  there  was  considerable  muscular  wasting  about 
the  joints.  He  asked  whether  Dr.  Hutchison  thought  there 
might  be  some  disease  other  than  rickets  present.  If  it  were 
rickets,  it  was  curious  that  the  other  signs  of  the  disease  had 
subsided.  There  was  no  alteration  in  the  shape  of  the  skull  to 
suggest  it,  and  no  beading  of  the  ribs.  There  were  no  convul- 
sions or  special  sweating,  although  certainly  the  boy  seemed 
somewhat  clammy.  He  also  woulct  have  liked  to  see  a  skiagram 
of  the  case,  as  he  thought  there  must  be  something  more  than 
rickets  present,  though  he  could  not  give  any  suggestion  as  to 
what  it  was.  He  felt  sure  the  condition  was  not  common  in 
jvivenile  life. 

Dr.  F.  Parkes  Weber  said  he  had  been  converted,  if  he 
needed  conversion,  in  recognising  existence  of  "  late "  or 
"persistent"  or  "delayed"'  or  "  recrudescent '"  rickets  by 
another  case  shown  to  him  elsewhere,  very  well  marked  and  in 
a  much  older  child  (aged  16  years).  He  also  mentioned  that 
quite  recently,  when  visiting  the  British  Museum,  he  was  shown 
the  skull  of  a  young  woman  which  had  been  found  in  Egypt  by 
Mr.  Hall,  who  was  assistant  in  the  Egyptian  Department  of  the 
Museum;  this  skull  showed  a  certain  amount  of  quite  sym- 
metrical bossing  over  both  parietal  bones,  of  the  peculiar  fainy 
smooth  but  porous  character  which  was  found  in  disappearing 
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Parrot's  nodes.  If  one  could  picti;re  to  oneself  pumice-stone 
which  had  been  worn  smooth  on  the  surface,  that  would  repre- 
sent the  appearance  of  the  parietal  bosses  ;  that  is  to  say, 
although  the  surface  was  smooth  it  was  full  of  tiny  holes.  At 
the  margins  of  the  patches  the  change  from  the  porous  to  the 
normal  cranial  surface  Avas  quite  gradual.  He  was  told  there 
was  a  some-tvhat  similar  skull  in  the  museum  of  the  Royal 
College  of  Surgeons  (the  specimen  dated  from  1843),  that  of  a 
boy,  aged  19  years,  who  died  of  pulmonary  tuberculosis.  Dr. 
Weber  could  not  affirm  that  these  two  skulls  were  certainly  from 
rachitic  individuals,  but  he  alluded  to  them  because  he  thought 
late  rickets  had  a  very  wide  bearing  and  one  should  always  be 
alive  to  it,  not  only  in  the  kind  of  case  brought  forward  by  Dr. 
Hutchison,  but  in  examining  specimens  which  one  saw  by 
chance.  He  did  not  know  what  was  the  latest  age  at  which 
bone  changes  occurred  which  could  be  ascribed  to  rickets,  but 
perhaps  some  information  would  be  forthcoming  on  the  point. 

Mr.  Lockhart  Mummery  said  he  believed  in  late  rickets, 
but  thought  the  condition  extremely  rare.  It  would  be  very 
interesting  if  Mr.  Jackson  Clarke  would  show  some  of  the  cases 
to  which  he  referred,  because  it  had  always  to  be  considered  in 
London  that  cases  often  went  to  special  hospitals  which  were  not 
seen  in  ordinary  work,  so  that  the  same  disease  might  occur  in 
a  different  aspect  at  a  special  hospital,  a  fact  which  was  apt  to 
be  lost  sight  of. 

Dr.  Robert  Hutchison,  in  reply,  regretted  that  the  skiagrams 
had  not  l:)een  delivered  in  time  to  enable  him  to  show  them.  He 
agreed  Avith  Dr.  Sutherland  that  Mr.  Jackson  Clarke  wovild  not 
have  taken  the  view  he  did  if  he  had  seen  the  case.  He  thought 
no  one  would  regard  the  case  as  common.  It  differed  entirely 
from  mere  persistent  rickets  because  the  boy  had  got  worse  in 
the  last  few  years,  both  with  regard  to  the  curvature  and  the 
thickening  of  the  bones.  Still,  he  could  not  suggest  what  other 
disease  it  could  be.  It  seemed  to  be  more  like  rickets  than  any- 
thing else,  and  too  mvich  importance  should  not  be  attached  to 
the  absence  of  other  signs.  It  was  well  known  that  sometimes 
in  rickets  the  visceral  symptoms  were  entirely  absent  and  the 
osseous  present ;  at  other  times  the  osseous  symptoms  were 
absent  and  the  visceral  ones  present.  In  others  the  cranial 
deformity  might  be  well  marked  and  the  other  bones  normal. 
Therefore  the  case  should  not  be  put  aside  merely  because  the 
skull  happened  to  be  normal.  He  agreed  that  if  Mr.  Jackson 
Clarke  would  bring  some  of  the  cases  which  he  described  before 
the  Society,  he  would  be  doing  its  members  a  service.  He  would 
be  much  surprised  if  Mr.  Clarke  could  bring  forward  many 
cases  at  all  resembling  the  present  one. 


184  CASE  OF  KEBATOMALACIA. 


65.  A  CASE   OF   TUBERCULOSIS   OP  THE 
LACRYMAL   SAC. 

By   SYDNEY   STEPHENSON,  CM. 

Mr.  Sydney  Stephenson  showed  a  boy,  aged  9  years, 
with  tuberculosis  of  the  lacrymal  sac.  Tubercle  bacilli 
were  found  in  scrapings  from  the  interior  of  the  diseased 
sac.  There  was  a  family  history  of  tuberculosis  and  a  past 
history  of  enlarged  cervical  glands,  which  had  been 
operated  on.  Chronic  ulceration  of  the  nasal  chambers, 
probably  tuberculous,  was  still  present. 

{ExhiUted  March  the  17th,  1905.) 


66.  A   CASE   OP   KERATOMALACIA. 
By    SYDNEY    STEPHENSON,  CM. 

The  case  is  a  typical  one  of  keratomalacia — that  is  to 
say,  sloughing  of  the  cornefe  in  a  young  child  suffering 
from  marasmus,  symptomatic  or  idiopathic.  The  condition 
is  rare  in  England.  It  corresponds  with  "  Hikan,"  a 
disease  that  appears  epidemically  in  Japan  during  the  three 
so-called  "  diarrhoea  months  "  July  to  September,  to  the 
South  American  ophthalmia  Braziliana,  and  to  the  destruc- 
tive keratitis  common  in  Russia  during  the  great  Lenten 
fast. 

The  facts  of  the  case  are  as  follows : 

Violet  H — ,  aged  8  months,  attended  the  Ophthalmic 
Department  of  the  North-Eastern  Hospital  for  Childi-en  on 
March  the  16th,  1905. 

History. — The  baby  was  born  at  term,  and  then  appeared 
to  be  healthy.  She  has  been  fed  upon  cow's  milk  from 
Inrth.     When  2  months  old  she  beg-an  to  fall  awav  and  to 
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suiter  from  vomiting  and  diarrhoea.  She  attended  the 
hospital  as  an  out-patient  under  Dr.  George  Carpenter 
from  September  the  loth  to  October  the  6th,  1904,  and 
recovered  under  treatment  with  calomel,  bismuth,  and 
salol.  Barley-water  was  prescribed  with  the  cow^s  milk. 
About  a  month  ago  the  baby  again  began  to  waste,  and 
has  continued  to  waste  ever  since.  There  has  been  diar- 
rhoea (four  to  eight  motions  a  dav)  but  no  vomiting.  On 
March  the  1 1th — that  is,  five  days  ago — "  something  white  " 
was  noticed  over  the  eyes  by  the  mother.  Since  March 
the  12th  the  baby  has  lain  with  her  eyes  covered  by  her 
hands,  and  has  moaned  incessantly.     First  child. 

Present  condition. — A  miserable-looking  baby,  weighing 
(nude)  9  lbs.  8  oz.  It  moans  and  cines  feebly  during  the 
whole  time  it  is  being  examined.  No  redness  or  swelling 
of  the  eyelids,  which  are  kept  constantly  shut.  There  is  a 
slight  running  of  water  from  the  palpebral  fissure,  but  no 
discharge  of  muco-pus.  The  eyeballs  manifest  little  red- 
ness. Both  cornese  are  converted  into  greyish-white 
sloughs,  except  for  a  narrow  peripheral  portion,  1*5  mm.  to 
2  nnn.  wide.  The  limbus  is  slightly  raised,  and  forms  a 
narroAv,  glistening  band  encircling  the  gangrenous  corne^e. 
There  is  a  small  triangular  area  of  dry  and  greasy-looking 
xerosis  in  the  ocular  conjunctiva  on  the  outer  side  of  each 
cornea.  At  the  upjDer  and  inner  part  of  the  right  cornea 
is  a  small  black  spot,  representing  a  prolapse  of  the  iris  at 
an  early  stage. 

[Exhihittd  March  the  17th,  1905.) 


67.  A  CASE  OF  TUBERCULOSIS  OF  THE  LUNGS. 
THE  CERVICAL  GLANDS,  AND  THE  EARS. 

By  G.  F.  HETT. 

(Introduced.) 

The  girl  is   12  years  old.     Three  months  ago  "lumps" 
Avere  noticed  in  the  left  side  of  the  neck,  which  have  in- 
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creased  in  size.  The  child  has  been  dull  and  apathetic 
for  a  year  or  more.  There  has  been  a  discharge  from  the 
left  ear  on  and  off  for  two  years.  "  Winter  cough  "  has 
occurred  every  year  for  ten  years. 

Her  father  has  suffered  from  abscesses  in  the  neck  and 
has  a  chronic  cough.  Her  mother  died  at  35  years  old,  of 
consumption. 

On  examination  the  child  has  enlarged  glands — the 
largest  about  the  size  of  a  hazel-nut — in  the  anterior, 
posterior,  and  occipital  triangles  on  the  left  side  of  the 
neck.  They  are  discrete,  fairly  soft,  and  are  not  attached 
to  the  skin.  There  are  also  palpable  glands  in  the  anterioi- 
triangle  on  the  right  side  of  the  neck.  Cllands  can  be  felt 
in  both  axilla^  and  in  both  groins.  The  glands  became 
smaller  under  treatment  with  arsenic. 

Physical  signs  in  chest. — The  right  apex  is  dull  to  per- 
cussion, and  the  note  is  impaired  all  down  the  right  side  of 
the  chest.  There  is  bronchial  breathing  at  the  right  apex 
and  fine  and  medium-sized  crepitations  over  the  upper 
four  spaces  in  front  and  liehind.  She  was  admitted 
into  hospital.  Her  temperature  went  up  to  100'^  F.  at 
night  for  the  first  three  days  in  hospital,  but  the  moist 
sounds  disappeared  and  the  temperature  returned  to 
normal  after  nine  days.  She  was  discharged  on  the 
tenth  day. 

Mr.  Hunter  Tod  examined  the  ears  and  found  chronic 
otitis  on  both  sides.  He  thought  the  left  might  be  tuber- 
culous. 

The  case  seems  of  interest  especially  from  the  point  of 
view  of  the  glands.  The  strong  family  history  of  con- 
sumption, the  fact  of  co-existing  phthisis,  and  the  possible 
tuberculous  disease  of  the  ears,  together  with  the  enlarged 
glands,  at  any  rate  suggest  that  these  latter  might  be 
tuberculous,  especially  as  there  is  often  difficulty  in  distin- 
guishing certain  types  of  tul)ercukius  adenitis  clinically 
from  lymphadenoma. 

On  the  other  hand,  lynipliadcuuuiatous  glands  and 
phthisis  do  co-exist,  and  a  mixed  type  of  gland  is  met  with 
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wliicli  is  partly  lymphadeiiomatous,  partly  tuberculous,  and, 
according  to  some  observers,  each  condition  rather  pre- 
disposes to  than  negatives  the  other. 

In  favour  of  the  glands  being  lymphadenoniatous  and  not 
tuberculous  in  this  case  are  the  following  facts  : 

(1)  The  glands  are  discrete,  movable,  and  not  inflamed 
or  tender,  and  none  fluctuate. 

(2)  The  large  luimber  of  groups  of  glands  involved. 

(3)  The  glands  became  smaller  under  treatment  with 
arsenic. 

The  glands  would  fall  in  well  with  the  soft  form  of 
lymphadenoma. 

The  blood-count  shows  no  great  abnormality,  i.  e.  Red 
corpuscles,  4,812,000  per  c.nnn. ;  hxmoglohin,  75  per  cent. ; 
colour indetV, '08;  leucocytes,  1 2,200 per  c. mm.;  polynuclears, 
62*4  per  cent. ;  lymphocytes,  27"6  per  cent. ;  large  lympho- 
cytes, 8*4  per  cent.;  eosinophiles,  1"6  per  cent. 

{Kvhihifed  March  the  17///,  1905.) 

Discussion. 

Mr.  Herbert  L.  Carre  =  Smith  regarded  the  case  as  very 
interesting,  not  only  because  of  the  aft'ection  of  the  glands,  but 
also  because  it  was  a  case  of  undoubted  phthisis,  and  phthisis 
was  very  uncommon  in  young  children. 

Dr.  G.  A.  Sutherland  regarded  the  case  as  very  interesting 
from  several  points  of  view.  No  doubt  the  diagnosis  would  be 
made  dili'eiently  by  physicians  and  by  surgeons ;  the  latter 
would  probably  diagnose  it  as  lymphadenoma,  while  the 
physicians  would  say  it  was  tuberculosis.  He  did  not  regard 
the  glands  as  lynipliadenomatous.  He  thought  that  in  the 
course  of  time,  if  the  case  were  left  alone,  there  would  be  rapid 
softening.  He  would  like  to  hear  from  the  surgeons  present 
whether,  knowing  the  child  had  pulmonary  phthisis  and  chronic 
tvibei-culous  disease  of  both  ears,  they  would  propose  to  excise 
the  glands.  That  seemed  to  him  to  be  a  very  practical  question. 
Last  year  he  saw  a  lady  from  the  North  of  England  who  had 
advanced  and  advancing  phthisis,  with  very  rapid  enlargement 
of  glands  in  the  neck.  The  surgeon  had  definitely  stated  that 
the  glands  should  be  removed  at  once.  He  believed  that  was 
done,  but  he  had  not  heard.  He  (Dr.  Sutherland)  would  have 
taken  a  different  view,  and  would  have  counselled  leaving  them 
alone.     But  in  the  present  case  the  matter  was  difterent :  the 
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phthisis  was  chronic,  aud  the  tuberculous  disease  of  the  ear  was 
also  chronic,  and  the  glands  appeared  to  be  going  on  to  sup- 
puration. 

Dr.  J.  M.  Fortescue=Brickdale  (Bristol)  said  the  last 
similar  case  he  had  he  made  a  post  mortem  upon,  was  that  of  a 
child,  aged  S\  years,  with  enlarged  glands.  A  later  symptom  in 
that  case  was  otorrhcea.  She  had  two  or  three  operations  for 
the  glands  in  the  neck,  and  finally  a  very  extensive  one.  She 
Avas  found  post  mortem  to  have  had  some  old  pleural  adhesions 
and  enlarged  tuberculous  glands  in  the  thorax,  abdomen,  and 
inguinal  region.  He  did  not  think  this  was  a  favourable  case 
for  surgical  interference,  nor  was  any  case  where  there  were 
multiple  tuberculous  foci.  In  the  case  alluded  to  the  tempera- 
ture rose  immediately  after  the  last  operation,  which  appeared  to 
have  been  the  starting-point  of  the  acute  miliary  infection  which 
proved  fatal. 

Dr.  Leonard  Guthrie  thought  the  incidence  of  pulmonary 
phthisis  in  children  was  not  by  any  means  uncommon,  but  most 
frequently  it  was  associated  with  tuberculous  glands,  and  those 
glands  were  for  the  most  part  situated  in  the  thorax.  Huwthey 
became  infected  was  not  very  clear.  Professor  Sims  Woodhead 
said  it  was  directly  through  the  tonsils,  and  that  the  glands 
through  the  neck  and  mediastinum  became  affected  from  the 
primary  aifection  of  the  tonsil.  He  (Dr.  Gruthrie)  was  doubtful 
about  that,  as  he  thought  the  glands  in  the  thorax  might  be 
primarily  affected.  Still,  it  was  not  clear  to  him  how  it  occurred, 
unless  it  was  through  the  air.  He  asked  whether  any  exami- 
nation of  the  chest  had  indicated  enlarged  mediastinal  glands. 

Mr.  Q.  F.  liett  (introduced),  in  reply,  said  that  there  was 
no  sputum,  and  that  Mr.  Hunter  Tod  had  said  that  although 
the  ear  condition  was  probably  tviberculous,  he  could  not 
diagnose  it  without  a  bacteriological  examination,  and  perhaps 
not  then,  because  even  in  tuberculous  otitis  the  bacilli  were  few 
and  might  not  be  foiuid.  Dr.  Sutherland  woidd  be  better 
Cjualified  to  give  an  opinion  about  the  mediastinal  glands,  as  the 
case  was  under  his  charge  in  the  ward,  but  he  believed  that  they 
were  not  enlarged. 


68.  A   CASE   OF   TEEMOR. 

By   J.  CHARLTON   BRISCOE,  M.B. 

The  patient,  a  girl,  aged  13  years,  was  well   developed. 
She  was  in  the  fifth  standard,  intelligent,  but  rather  inclined 
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to  worry  over  her  woi'k.  The  ti-einor  affected  the  rio-ht  arm 
alone,  was  very  rapid  and  better  felt  than  seen.  It  was 
constant  when  awake,  but  absent  during  sleep.  It  was 
accentuated  after  prolonged  exertion  and  diminished  but  did 
not  disappear  with  rest  in  bed.  When  the  arm  was  hang- 
ing by  the  side  the  tremor  was  least  marked.  In  this 
position  the  muscles  affected  were  the  infra-spinatus  and 
posterior  portion  of  the  deltoid.  With  the  arm  extended, 
in  addition  to  the  afore-mentioned  muscles,  the  pectorales 
major  and  minor,  the  serratus,  the  rhomboids,  trapezius, 
levator  anguli  scapulae,  the  whole  of  the  deltoid,  and  some- 
times the  triceps  showed  a  tremor.  The  muscles  of  the 
forearm  and  hand  were  not  involved.  There  was  no 
muscular  wasting  or  hypertrophy,  and  the  electrical  re- 
actions were  normal.  Movements  were  correctly  per- 
formed, except  that  occasionally  water  was  spilt  when 
carrying  a  cup  to  her  mouth.  The  shoulder-joint  moved 
freely  and  did  not  grate.  The  nervous  system  otherwise 
was  normal.  The  fundus  oculi  showed  no  pathological 
changes,  and  there  was  no  alteration  of  sensation.  The 
thoracic  and  abdominal  viscera  and  the  urine  were  normal. 
The  past  history  was  uneventful.  The  condition  had  lasted 
three  months.  The  onset  was  sudden,  with  slig'ht  anorexia 
and  lassitude.  There  was  a  history  of  insanity  in  one 
uncle,  and  a  sister  had  apparently  died  in  a  fit. 

{Exhibited  March  the  11th,  1905.) 

Discussion. 

Dr.  Leonard  Guthrie  asked  whether  at  the  onset  of  the  ill- 
ness there  was  any  pyi'exia.  He  understood  there  was  slight 
malaise,  but  nothing  more  specific.  It  suggested  to  him  a  mild 
encephalitis,  and  it  might  be  due  to  thrombosis  of  some  of  the 
finer  vessels  of  the  left  cortex ;  he  did  not  think  it  a  case  of  dis- 
seminated sclerosis.  The  movements  of  the  right  arm  were 
certainly  in  favour  of  that  view.  The  tremors  were  not  those  of 
chorea,  and  they  did  not  seem  to  suggest  a  functional  element. 
They  were  somewhat  increased  in  voluntary  movement,  which 
was  also  in  favour  of  a  slight  lesion  on  the  opposite  side  of  the 
brain.  There  was  no  doubt  about  nystagmus  being  present  that 
afternoon,  and  it  was  more  marked  when  the  eyes  deviated  to 
the  right  side  ;  it  occm-red  only  on  extreme  deviation  of  the  eyes. 
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He  would  not  attach  very  much  importance  to  that.  It  would 
be  very  young  for  disseminated  sclerosis.  Of  course,  the  term 
"functional"  could  be  applied  to  anything  which  was  not  under- 
stood, but  he  believed  that  in  "  functional  "  cases  at  that  age 
there  was  a  pathological  substratum  to  account  for  the  sym- 
ptoms. There  were  a  considerable  number  of  cases  on  record 
which  pointed  to  slight  encephalitis  as  the  cause  of  tremors. 

Dr.  Q.  A.  Sutherland  thought  if  one  took  into  considei'ation 
the  age  of  the  child  and  the  nervous  history,  it  might  be  explained 
by  the  indefinite  tei-m  "functional  tremor."  The  nystagmus  also 
was  of  indefinite  type,  and  he  could  not  convince  himself  that 
there  were  definite  nystagmoid  movements  present.  A  little 
mental  and  moral  treatment  might  well  be  tried,  including  strong 
applications  of  the  faradic  current. 

Mr.  Sydney  Stephenson  said  there  seemed  to  be  a  difference 
of  opinion  as  to  the  presence  or  the  absence  of  nystagmus.  Dr. 
Briscoe  said  he  examined  the  fundi  and  they  were  steady,  and 
that  was  conclusive  evidence  that  at  the  time  of  that  examination 
there  was  no  nystagmus ;  for  if  there  was  one  particular  test  for 
nystagmus  more  delicate  than  another,  it  was  to  attempt  to  ex- 
amine the  fundus  of  such  a  case.  He  (Mr.  Stephenson)  had 
looked  at  the  eyes,  and  nystagmus  in  the  ordinary  sense  was  not 
present,  but  in  the  somewhat  imperfect  light  he  thought  there 
were  some  nystagmoid  jerks  when  the  eyes  reached  their  end- 
positions.  It  would  be  desirable  to  know  whether  nystagmus  was 
present  or  not,  because  it  had  a  bearing  on  the  diagnosis,  par- 
ticularly if  insidar  sclerosis  was  a  possible  diagnosis.  Fifty  per 
cent,  of  the  patients  with  that  disease  had  nystagmus  or  nystag- 
moid movements.  He  was  inclined  to  differ  from  the  view  that 
insular  sclerosis  was  uncommon  in  children  of  that  age.  Kem- 
pherstein  *  had  published  an  elaborate  analysis  of  thirty-seven 
cases  of  insular  sclerosis,  and  in  18  per  cent,  of  them  the  disease 
occurred  between  the  ages  of  10  and  15  years. 

Dr.  J.  C.  Briscoe,  in  reply,  said  he  had  excluded  encephalitis 
because  there  had  been  no  alteration  in  the  condition  during  the 
last  six  weeks,  no  alteration  in  the  knee-jerks  or  in  the  face,  and 
there  was  the  definite  tremor  in  the  mviscles  mentioned.  There 
was  apparently  nothing  remarkable  about  the  onset,  never  any 
unconsciousness,  but  the  history  given  by  the  mother  was  not 
very  clear.  He  was  inclined  to  Dr.  Sutherland's  view  that  the 
case  was  functional,  and  agreed  that  the  battery  Avould  help  the 
cure.  He  had  not  seen  any  cases  of  disseminated  sclerosis  as  young 
as  the  present  patient,  but  he  thought  they  were  not  very  un- 
common about  the  age  of  15. 

Postscriiit. — The  tremor  subsided  entirely  and  somewhat 
suddenly  about  fourteen  days  after  the  case  was  shown. 

*  Kempherstein,  '  Archiv  fiir  Augenheilkunde/  1903,  Bd.  49,  p.  41. 


JAUNDICE   WITH  SPLENOMEGALY.  191 


69.   JAUNDICE    IN    A    CHILD,    WITH    CHEONIC 
ENLAEGEMENT    OF    THE    SPLEEN. 

By   F.    PAEKES    WEBEE,    M.D. 

Eliza  K — ,  aged  12  years,  a  ratlier  delicately-built  girl, 
i.s  moderately  jaundiced.  The  fa?ces  are  sometimes  well- 
coloured,  sometimes  pale.  The  urine,  which  is  free  from 
albumin  and  sugar,  gives  at  present  no  distinct  Gmelin's 
reaction  for  bile-pigments,  but  recently  gave  a  slight  one. 
The  spleen  can  be  felt  extending  three  finger-breadths 
below  the  costal  margin  in  the  left  nipple  line,  and  the  area 
of  splenic  dulness  is  found  to  be  greatly  enlarged  by  per- 
cussion ;  it  measures  3-|  inches  in  breadth,  and  6^  inches  in 
length.  The  liver  cannot  be  felt,  and  is  apparently  not 
enlarged.  The  other  abdominal  organs  and  the  thoracic 
organs  show  nothing  abnormal,  excepting  that  there  is  (at 
least,  at  times)  a  slight  systolic  murmur  to  be  heard  over 
the  pulmonary  area  of  the  heart.  Pulse,  about  84  per 
minute,  very  much  increased  in  frecpiency  on  excitement. 
The  teeth  are  not  very  well  formed,  but  are  not  distinctly 
"  Hutchinsonian."  0]>hthalmoscopic  examination  shows 
nothing  abnormal.  A  blood-count  in  February  gave  :  Red 
cells,  4,824,000  in  the  cubic  millimetre;  white  cells,  5,100, 
FolloAving  is  the  present  diiferential  count  of  the  white 
cells :  Polymorphonuclears,  65'2  per  cent. ;  lymphocytes, 
30"0  per  cent. ;  large  mononuclears,  4"8  per  cent.  The 
lymphatic  glands  are  not  enlarged.  There  is  no  fever,  and 
the  child  seems  cheerful  and  complains  of  no  pain  or 
abnormal  tenderness  anywhere.  The  present  attack  of 
jaundice  apparently  commenced  about  the  middle  of 
February,  after  the  child  had  complained  of  pain  in 
the  left  {not  right)  side.  According  to  the  mother,  about 
that  time  she  vomited  twice.  Six  years  ago  she  had  two 
attacks  of  jaundice,  lasting  two  months  and  one  month 
respectively,  separated  by  an  interval  of  three  months 
during  Avhich    she  was  free  from  jaundice.     Though  the 
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child  presents  no  obvious  sig-ns  of  congenital  syphilis,  the 
histoiy  in  regard  to  the  mother's  other  children  is  somewhat 
suggestive.  The  mother  has  had  eleven  children  altogether, 
out  of  which  six  were  born  dead  and  two  died  early.  There 
has  not  been  much  change  in  the  patient's  condition  in  the 
last  three  weeks,  during  which  she  has  been  under  obser- 
vation at  the  G-erman  Hospital.  Two  possibilities  suggest 
themselves.  Firstly,  the  splenic  enlargement  and  the 
attacks  of  jaundice  may  be  connected  with  congenital 
syphilis.  Secondly,  although  there  is  no  family  history  of 
jaundice  in  the  present  case,  the  condition  may  be  allied  to 
certain  recorded  "  family "  cases  of  more  or  less  chronic 
jaundice  (or  recurrent  attacks  of  jaundice),  associated  with 
chronic  splenomegaly.  A  family  history  of  such  cases  was 
described  by  Dr.  Claude  Wilson  (^  Clin.  Soc.  Trans.,'  vol. 
xxiii,  p.  162,  and  vol.  xxvi,  p.  163).  A  family  series  of 
similar  cases  has  been  published  by  Dr.  J.  A.  Arkwright 
('Edinburgh  Medical  Journal,'  January,  1903,  p.  52),  con- 
sisting of  father,  one  son,  and  one  daughter,  in  a  non- 
malarial  countr}",  with  considerably  enlarged  and  hardened 
spleens,  persistent  slight  jaundice,  and  occasional  attacks  of 
fever,  vomiting,  and  temporary  increase  of  the  jaundice.  In 
both  a  mother  and  her  son,  shown  by  Sir  Thomas  Barlow 
and  Dr.  H.  Batty  Shaw  at  the  Clinical  Society  of  London 
(May  the  23rd,  1902),  there  was  splenic  enlargement  and  a 
slight  degree  of  persistent  jaundice,  but  the  mother,  owing 
to  the  enlargement  of  the  liver,  was  perhaps  an  instance  of 
actual  biliary  cirrhosis.  Among  the  cases  of  "ictere 
chronique  splenomegalique "  described  by  Lereboullet 
{'  Les  Cirrhoses  biliaires,'  Paris,  1902,  pp.  447-464),  there 
are  some  family  groups  probably  comparable  to  these. 

{Exhibited  March  the  17f/;,  1905.) 

Discussion. 

Dr.  G.  A.  Sutherland  said  it  was  diflficult  to  give  a  diagnosis 
without  careful  examination,  but  it  might  belong  to  the  rare  class 
of  case  mentioned  or  might  l)e  syphilitic.  He  agreed  it  was 
worth  while  to  try  the  effect  of  antisyphilitic  treatment,  but  sug- 
gested a  combination  of  mercury  Avitli  the  iodide,  as  it  Avas  the 
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merciiry  which  was  the  effective  drug;  in  siicli  a  case.  He  noticed 
the  spleen  rose  very  liigh  in  the  axillary  region,  and  he  would 
like  to  know  whether  there  was  any  suggested  reason  for  that 
enlargement  upwards.  Did  Dr.  Weber  recognise  some  con- 
ditions in  which  the  spleen  enlarged  upAvards  and  others  in 
which  it  enlarged  downwards  ?  He  hoped  there  would  be  an 
opportunity  of  seeing  the  case  again. 

Dr.  Parkes  Weber,  in  reply,  in  regard  to  enlargement  of  the 
spleen,  said  he  thought  that  whether  it  took  place  upwards  or 
downwards,  and  whether  it  ]:>rojected  below  the  costal  margin  in 
front  or  at  the  side,  depended  very  much  upon  its  attachment, 
which  varied  cougenitally  very  much  in  different  individuals. 

Postscript. — The  patient  left  the  hospital  on  July  the  2nd, 
1905.  At  that  time  she  was  free  from  jaundice,  with  the 
exception  of  a  very  faint  yellow  tinge  in  the  sclerotics,  and 
her  general  health  appeared  to  be  good.  The  spleen, 
however,  had  not  at  all  diminished  in  size  in  spite  of  treat- 
ment, firstly  by  a  course  of  mercuric  inunction  with  the 
internal  use  of  potas.sium  iodide,  secondly  by  a  course  of 
exposure  of  the  splenic  region  of  the  body  to  Roentgen  rays. 
The  blood-count  on  July  the  1st  gave  4,696,000  red  cor- 
puscles, and  3400  white  corpuscles  to  the  cubic  millimetre 
of  blood.  The  edge  of  the  liver  could  just  be  felt  below  the 
ribs.     The  urine  was  free  from  albumin. 


70.  NOTES   OF   A   CASE    OF   HYSTEEIA   IN  A  GIEL 
TEN  AND   A  HALF  YEARS   OF  AGE. 

By   CHAELES  W.  CHAPMAN,  M.D. 

The  patient,  a  girl,  aged  10^  years,  with  whose  family  I 
was  well  acquainted,  was  brought  to  me  in  December, 
1884,  in  consequence  of  her  having  failed  in  health,  and 
because  she  had  little  or  no  desire  for  food.  She  was  the 
youngest  of  a  family  of  five,  the  other  four  having  always 
had  very  good  health.  The  patient  had  never  been  robust, 
but  had  not  suffered  with  any  serious  illness.    Both  parents 
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were  healthy,  the  father  very  intellectual,  and  the  mother 
of  average  health,  though  slightly  neurotic.  The  child  had 
been  petted  a  great  deal  and  allowed  to  have  her  own  way 
and  the  parents  considered  her  to  be  delicate.  Careful 
examination  failed  to  discover  any  organic  disease.  The 
appetite  was  bad  and  the  tongue  dirty.  It  transpired  that 
the  child  had  been  allowed  to  have  food  whenever  she 
wished ;  moreover  she  was  consulted  as  to  what  kind  of 
food  she  preferred.  I  advised  she  should  have  her  meals 
with  the  other  children,  and  that  no  difference  be  made  in 
her  food  from  that  given  to  the  brothers  and  sisters.  I 
prescribed  Hydrargyrum  c  creta  twice  a  week,  and  a 
rhubarb  with  soda  mixture  thrice  daily  before  food.  She 
was  to  have  plenty  of  outdoor  exercise  whether  she  was 
agreeable  to  it  or  not.  Finally,  she  was  to  be  seen  at  inter- 
vals by  the  family  doctor. 

The  reports  I  received  from  time  to  time  were  by  no 
means  satisfactory.  The  patient  had  become  morbidly 
affectionate  to  her  parents,  and  she  would  not  allow  herself 
to  be  left  without  one  or  the  other  of  them  being  with  her. 
I  was  informed  my  suggestions  had  only  partially  been 
carried  out.  The  doctor  had  advised  change  of  air  and 
scene,  and  the  child  was  taken  to  Brighton.  Later  on  she 
went  with  the  family  to  Broadstairs.  While  at  the  latter 
place  listlessness  gradually  replaced  the  former  excitability, 
so  much  so  that  she  would  scarcely  answer  an  ordinary 
question.  In  February,  1885,  I  saw  the  patient  in  consul- 
tation with  Mr.  Cockell,  under  whose  care  she  had  been  all 
along.  Again  there  was  no  evidence  of  organic  disease.  I 
repeated  my  advice  as  to  moral  and  other  treatment  with 
increased  emphasis,  and  gave  a  good  prognosis  provided 
the  instructions  were  carried  out.  Later  on  I  was  informed 
that  as  the  child  had  not  improved  the  parents  had  taken 
her  to  two  Avell-known  physicians,  one  of  whom  was  an 
eminent  neurologist.  The  opinion  of  these  gentlemen  was 
that  the  child  was  in  all  probability  suffering  from  cerebral 
tumour,  and  they  gave  a  grave  prognosis.  One  of  these 
consultants    Avas   so    sure    of    his    diagnosis    as    to    mildlv 
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suggest  a  post-mortt'iii  exainiiKitidU  wlicii  the  fatal  event 
happened,  and  expressed  a  wish  that  lie  might  be  ])reseut 
at  the  autopsy.  As  time  went  on  the  patient  became 
weaker  and  the  symptoms  increased  in  severity.  A  second 
neuroloo-ist  was  called  in,  for  by  this  time  the  child  was 
bedridden  from  complete  loss  of  poAver  and  sensation  in  the 
legs.  On  this  occasion  no  definite  opinion  was  given.  By 
October  the  patient  became  emaciated,  she  passed  both 
urine  and  fasces  under  her,  and  she  declared  she  could  see 
but  little,  and  was  at  times  quite  blind.  As  the  parents 
were  Avorn  out  witli  anxiety  and  watching,  I  was  again 
asked  to  see  the  child,  with  the  assurance  that  whavteer  I 
ordered  would  be  strictly  carried  out.  It  was  a  singular 
thing  that,  although  the  child  was  supposed  to  be  nearly 
blind,  she  was  constantly  asking  for  flowers,  and  expressed 
satisfaction  Avhenever  a  fresh  plant  w^as  brought.  On  my 
arrival  I  found  the  bedroom  crow^ded  with  pot  plants  and 
cut  flowers.  I  was  told  that  for  the  last  two  Aveeks  the 
child  had  had  a  dreadful  screaming  fit  every  afternoon  at 
about  4.30,  so  loud  and  piercing  as  to  attract  passers-by. 
The  patient  strongly  resented  any  examination  at  first,  but 
I  succeeded  subsequently  in  doing  all  I  Avanted  to  do.  The 
blindness  Avas  proA'^ed  to  be  non-existent,  and  an  optlial- 
nioscopic  examination  shoAved  the  discs  to  be  perfectly 
healthy ;  in  the  end  I  Avas  strengthened  in  my  opinion  that 
the  case  Avas  functional  rather  than  organic.  I  advised 
complete  separation  of  the  patient  from  her  friends  and 
relations,  and  such  other  measures  as  Avould  be  necessary  in 
a  case  such  as  this  one  Avas  belieA^ed  to  be.  As  the  finances 
of  the  parents  had  been  seA^erely  strained  OA^er  the  illness, 
arrangements  Avere  made  for  the  patient's  admission  into 
Great  Ormond  Street  under  Dr.,  noAv  Sir  Thomas,  BarloAv, 
in  October.  The  progress  of  the  case  after  admission  can 
be  summed  up  in  a  fcAv  Avords.  The  screaming  did  not 
occur  once  after  leaA-ing  home,  and  by  the  end  of  a  month 
the  patient  Avas  able  to  Avalk.  Later  on  the  child  left  the 
hospital  for  a  lengthened  stay  in  the  country,  Avhcre  she 
soon  reo-ained  normal  health.  Durino-  the  interA'alof  tAventv 
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years  the  patient  has  enjoyed  very  good  health,  and  has  had 
no  return  of  the  old  symptoms. 

The  diagnosis  in  cases  of  the  character  of  the  one  now 
related  is  not  infrequently  beset  with  difficulties.  The  exclu- 
sion of  organic  disease  may  require  repeated  examinations  to 
justify  a  positive  opinion,  as  this  case  illustrates.  It  is  ex- 
tremely unlikely  that  the  two  physicians  who  were  consulted 
would  have  been  misled,  as  they  certainly  were,  had  they 
had  the  opportunity  of  seeing  the  patient  a  second  time.  I 
had  the  advantage  of  knowing  the  family  intimately,  and  of 
having  seen  the  patient  at  intervals  during  her  whole  life. 

The  importance  of  a  correct  diagnosis  in  cases  like  the 
present  cannot  be  overrated,  for  a  correct  prognosis  and 
success  in  treatment  depend  entirely  upon  it.  I  make  no 
apology  for  bringing  this  case  before  the  Society,  for  I  am 
convinced  from  my  own  experience  that  not  a  few  saintly 
sufferers  who  are  at  once  the  objects  of  the  admiration  and 
sympathy  of  their  friends  Avould  have  made  useful  members 
of  society  had  the  neurotic  bases  of  their  illnesses  been 
early  recognised  and  appropriate  treatment  adopted. 

It  is  necessary  in  these  cases  to  pay  great  attention  to 
the  digestive  organs,  for  derangement  of  these  will  initiate 
an  hysterical  condition  in  patients  predisposed  to  it.  This 
point  is  insisted  upon  by  Trousseau,  in  A'^ol.  IV  of  his  Clinical 
Lectures  published  by  the  Sydenham  Society.  The  author 
states  :  "  Eifects  of  dyspepsia  on  the  nervous  system  are 
analogous  to  those  from  which  hysterical  women  suffer, 
such  as  analgesia  and  partial  ana?sthesia."  In  the  present 
instance  dys])epsia  and  constipation  were  more  or  less  in 
evidence  during  the  entire  illness,  and  it  is  to  be  noted 
that  the  orio-inal  suggestion  of  an  occasional  dose  of 
calomel  and  regular  doses  of  i-hubarb  with  bicarbonate  of 
sodium  was  followed  after  the  patient  went  to  the  hospital. 

The  late  Dr.  West's  remarks  on  cases  of  the  character 
of  the  one  just  described  are  singularly  appropriate. 
Among  the  causes  he  gives  "  vanity  and  indolence,  also  a 
sense  of  importance  in  finding  in  the  household  everything 
arranged  with  reference  to   the  patient's  condition.     This 
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morbid  craving  for  sympathy  and  love  are  not  infrequently 
indulg-ed  and  o-ratitied  and  exao-o-erated  bv  the  conduct  of 
a  foolishly  fond  mother.  Se]3aration  of  the  chihl  from  tlie 
latter  is  the  most  effectual  mode  of  treatment." 

The  prognosis  in  hysteria  in  children  is  generall}'  good, 
but  if  there  are  catale])tic  symptoms  epilepsy  may  be  feared. 

{Read  April  the  Utli,  1905.) 

Discussion. 

The  Chairman  (Mr.  R.  Clement  Lucas)  remarked  that  the 
case  was  u  very  interesting  one  of  extreme  hysterical  or  func- 
tional disturbance  in  a  child.  No  doul>t  many  of  those  present 
had  also  met  with  such  cases,  though  probably  not  so  severe.  A 
class  of  case  in  children  which  came  under  the  surgeon  in  that 
connection  was  in  tliose  suft'ering  from  eum-esis.  Nothing  but  a 
little  moral  control  Avas  necessary  in  order  to  cure  the  condition. 

Dr.  Q.  E.  Shuttleworth  (Kichmond)  said  one  occasionally 
met  with  children  of  neurotic  parents  who  evinced  cert;dn  pecu- 
liarities about  their  food  which  in  an  adult  would  Ije  described  as 
hysterical.  That,  he  believed,  Avas  frequently  owing  to  the  bad 
management  of  the  parents  and  the  indidgent  manner  in  which 
such  children  had  been  brought  up.  Not  infrequently  such 
children  were  brought  to  him  with  a  list  of  what  they  could  and 
could  not  eat.  The  mother  would  often  say  that  the  child  could 
not  eat  vegetables  and  fruit,  or  either,  and  if  those  ahments  Avere 
given  the  child  would  be  sure  to  1  le  ill.  To  give  such  a  child  oat- 
meal porridge  was  considered  to  be  most  heinous.  But  when 
such  children  were  introduced  to  the  general  regime  oi  the  estab- 
lishment with  Avhicli  he  Avas  connected,  in  a  fcAV  weeks  they 
would  be  taking  the  ordinary  miscellaneous  dietary  prescribed 
for  the  other  children,  and  there  A\'as  no  further  difhculty.  He 
believed  the  occurrence  of  hysterical  symptoms  in  neurotic 
children  was  more  common  than  English  AA-riters  AA'ould  lead  one 
to  suspect.  French  Avriters  attached  much  more  importance  to  it 
than  English,  and  Trousseau  and  Briquet  gave  examples  of  such 
cases,  Avith  anaesthesia  and  analgesia,  in  quite  young  children.  The 
thanks  of  the  Society  AA^ere  due  to  Dr.  Chapman  for  narrating  the 
case  AA'ith  such  interesting  detail. 

Dr.  C.  W.  Chapman,  in  reply,  remarked  that  in  the  present 
days  of  elaborate  dietaries  there  Avas  a  danger  of  people  and 
children  becoming  abject  slaA^es  to  the  list  which  Avas  draAvn  up 
for  them,  so  that  their  stomachs  AA'ere  unfit  for  ordinary  food,  and 
they  w^ould  not  take  it ;  in  fact,  the  stomach  l)ecame  as  obstinate 
as  the  patients  themselves.  By  putting  them  on  ordinary  food 
they  in  most  cases  got  much  better. 
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71.  A  CASE  OF  CONGEI^ITAL  DEFOEMITY  OF  BOTH 
FOEEAEMS. 

By   E.    C.   dun,   cm. 

John  W — ,  aged  5  months^  was  seen  at  the  Liverpool 
Infivmary  for  Children.  Both  forearms  and  hands  were 
firmly  fixed  in  the  position  of  full  pronation,  and  manipula- 

FiG.  12. 


tions  failed  to  produce  even  the  slightest  degree  of  supina- 
tion. On  examination  the  bony  points  about  the  elboAv  and 
wrist  were  found  to  occupy  their  normal  positions.  The 
range  of  movement  at  the  elbow  and  wrist  joints  was  normal. 
The  deformity  had  been  noticed  a  few  days  after  birth.  The 
labour  had  been  easy,  and  the  child  was  otherwise  well 
formed  and  healthy. 
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X-ray  })hotographs  were  taken  by  Dr.  Tliiirstan  Holland. 
In  one  of  these,  showing-  the  left  arm  extended,  a  bridge  of 
l)one  is  seen  stretching  downwards  and  inwards  from  the 
neck  of  the  radius  to  the  upper  end  of  the  shaft  of  the 
ulna.  In  all  probability  a  similar  condition  is  present  on 
the  right  side,  but  the  position  in  which  the  arm  was  held 
Avhile  being  photographed  does  not  allow  of  its  demon- 
stration. 

I  have  been  vmable  to  find  any  reference  to  a  similar  case. 
Congenital  dislocations  of  the  head  of  the  radius  have,  in 
scmie  few  instances,  been  associated  with  bony  union  between 
tlie  radius  and  ulna,  but  in  the  present  case  these  bones 
a])pear  to  be  normally  placed. 

I  should  like  to  have  the  views  of  the  Society  regarding 
the  origin  of  this  condition,  and  also  an  expression  of  o])inion 
as  to  the  most  satisfactory  method  of  treating  it.  Removal 
of  the  upper  end  of  the  radius,  and  the  bridge  of  bone  con- 
necting it  with  the  ulna,  would  appear  to  me  to  offer  the 
best  prospect  of  a  good  functional  result. 

{Read  April  the  Uth,  1905.) 

Discussion. 

The  Chairman  (Mr.  R.  C.  Lucas)  asked  Mr.  Dun  whether 
the  muscles  were  uornuii,  and  whether  the  extension  and  flexion 
were  perfect  at  the  wrist  and  elboAv.  He  thouglit  the  condition 
nmst  have  occurred  in  consequence  of  some  nervous  disturbance 
in  early  foetal  life,  and  that  secondary  ossification  took  place 
between  the  two  bones,  supination  thus  being  rendered  impos- 
sible. He  hoped  Mr.  Dun  was  not  of  opinion  that  the  case  was 
beyond  the  reach  of  surgery,  and  that  at  some  time  he  would  do 
something  to  restore  the  use  of  the  limb.  If  he  was  certain  it 
was  due  to  ossific  union,  it  would  be  quite  fair  to  cut  doAvn  and 
remove  the  piece  of  bone  which  united  the  radius  and  ulna. 

Dr.  C.  W.  Chapman  asked  if  there  was  any  deformity  in  the 
arms  in  the  parents.  Five  years  ago  he  showed,  before  the 
Clinical  Society,  with  X-ray  photographs,  a  child  in  whom  there 
was  an  absence  of  the  ulna  and  deformity  of  l)oth  hands.  He 
also  showed  the  father,  who  had  very  much  the  same  condition 
of  affairs. 

Mr.  R.  C.  Dun  (Liverpool),  in  reply,  said  there  was  absolute 
fixation  ;  the  otlier  muscles  acted  normally.  Flexion  and  exten- 
sion were  free  at  the  wrist  and  elbow.  He  could  not  ascertain 
the  presence  of  any  other  congenital  deformity  in  the  family. 
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There  were  two  other  children,  who  were  well  developed  and 
healthy.  He  hoped  later  to  do  something  surgically  to  allow  of 
supination.  The  interesting  question  was  whether  it  would  be 
possible  to  remove  the  bridge  of  bone  without  excising  that  por- 
tion of  the  upper  end  of  the  radius  to  which  it  was  attached.  If 
it  were  merely  divided,  it  would  be  very  difficult  to  prevent  re- 


72.  SOME  POINTS  IN  THE   DIAGNOSIS  AND  TEEAT- 
MENT   OF   APPENDICITIS   IN   CHILDREN. 

By   H.    ANOLIN    WHITELOCKE,   CM. 

To  attempt  anything  like  an  exhaustive  treatment  of 
appendicitis  in  the  time  allotted  is  out  of  the  question.  I 
shall  therefore  try  to  direct  attention  to  a  few  points  which 
seem  to  affect  the  diagnosis  and  treatment  of  the  malady  as 
it  occurs  in  children  and  yoving  persons.  To  make  myself 
clearer  I  have  thought  it  wiser  to  read  the  notes  of  a  few 
of  my  more  recent  cases. 

In  these  records  certain  sj'mptoms  will  be  found  to  be 
very  generally  present,  and  it  is  to  some  of  these  that  I 
now  specially  wish  to  refer.  If  we  compare  and  contrast 
them  wath  those  usually  met  with  in  the  adult,  it  will  not  be 
difficult  to  discern  differences  of  decided  clinical  importance. 

When  called  upon  to  attend  an  adult  in  a  typical  case  w^e 
have  usually  the  history  of  indigestion  and  constipation  for 
varying  periods,  then  of  a  sudden  seizure  of  pain,  at  first 
referred  to  the  umbilicus,  Avith  nausea  and  sickness.  The 
pain  is  continuous,  with  exacerbations,  the  sickness  not 
profuse,  intermittent,  and  even  subsiding  later.  The  pain 
is  localised  in  the  right  iliac  fossa,  and  the  bowels  refuse  to 
act.  The  appetite  fails,  the  tongue  becomes  coated  and  dry, 
the  temperature  ranges  from  99°  to  103°  F.,  and  the  pulse  is 
accelerated.  The  abdomen  is  tense  and  tender  to  the  right 
side  of  the  middle  line  beloAv  the  umbilicus.  Usually  these 
signs  last  for  about  seven  days,  and  in  twenty-one  completely 
subside.    Relapses  are  said  to  occur  in  30  per  cent,  of  cases. 

The  following  reports  are  made  of  cases  in  children  under 
10  years  : 
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Case  1. — R.  B — ,  aged  5  years,  was  admitted  into  the 
Radcliffe  Infirmary  on  May  the  29th,  1903,  with  the  history 
that  he  had  never  been  ill  until  seven  days  before  admission, 
when  lie  was  suddenly  seized  with  symptoms  of  acute  diar- 
rhoea and  vomiting,  and  complained  of  intense  pain  in  the 
lower  abdomen,  with  its  centre  of  greatest  intensity  in  the 
region  of  the  urinary  bladder,  passing  thence  into  the  left 
iliac  fossa.  On  the  following  day  the  sickness  and  diarrhoea 
continued,  accompanied  by  tenesmus  and  the  passing  of  slimy, 
blood-stained  mucus,  while  the  pain  Avas  transferred  to  the 
right  side  of  the  abdomen.  On  admission  the  temperature 
in  the  mouth  was  102'2°  F.,  the  pulse  rate  112  to  the  minute. 
A  swelling  could  be  seen  and  felt  in  the  region  of  the 
appendix,  which  w^as  dull  on  percussion. 

Whilst  his  legs  were  drawn  up  and  the  belly-wall  tense 
he  complained  of  no  pain.  Two  hours  after  admission 
chloroform  was  administered  and  an  oblique  incision  made 
over  the  appendix  through  the  skin  and  external  oblique 
muscle.  In  separating  the  fibres  of  the  internal  oblique 
and  transversalis  muscles  the  finger  slipped  into  a  large 
abscess  cavity.  About  6  ounces  of  very  thick  foetid  pus 
escaped.  The  space  had  definite  limitations,  and  firmly 
imbedded  in  its  inner  wall  was  the  appendix,  the  tip  of 
which,  projecting  freely  into  the  cavity,  was  gangrenous, 
and  contained  two  concretions.  This  was  clipped  off  with 
scissors.  After  washing  out  with  hot  saline  solution,  a  loose 
packing  of  bicyanide  gauze  Avas  inserted  and  the  extremities 
of  the  wound  closed  with  sutures  of  silkworm  gut.  A  strip 
of  gauze  served  as  the  only  drain.  The  operation  was  well 
borne,  and  twelve  hours  later,  at  the  time  of  the  first  dress- 
ing, the  temperature  had  fallen  to  normal,  and  never  rose 
above  99°F.  until  the  healing  was  completed.  On  the  twenty- 
eighth  day  after  the  operation  he  was  discharged  well. 

Case  2. — R.  R — ,  aged  9  years,  was  admitted  into  hospital 
on  September  the  19th,  1904,  having  been  sent  in  by  Dr. 
Rice,  of  Steventon,  Berks,  who  kindly  supplied  me  with  his 
notes  : 

''The  symptoms  in  this  case  never  pointed  so  definitely 
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to  appendix  trouble  as  they  usually  do.  He  came  home 
from  Weymouth,  having  been  taken  suddenly  ill  on  August 
the  24th,  with  vomiting"  and  some  diarrhoea.  The  tender- 
ness "was  never  more  marked  over  the  rio-ht  iliac  reg-ion 
than  other  parts  of  the  abdomen  till  lately.  The  colon  was 
particularly  tender  and  dilated,  markedly  at  the  flexures ; 
there  was  much  diai'rhoea  and  much  flatus.  I  imagined  at  one 
.time  it  might  be  going  to  turn  out  enteric ;  then  I  leaned 
to  colitis,  the  stools  were  so  foul  and  slimy.  The  tempera- 
ture was  never  very  high,  102"  F.  the  highest;  the  pulse 
never  quick,  usually  82  to  the  minute.  There  was  always 
as  much  tenderness  over  the  sigmoid  as  over  the  cfecum, 
and  he  always  had  pain  in  passing  water.  The  temperature 
had  been  irregular  for  Aveeks  and  he  lost  flesh." 

On  admission  he  lay  Avith  his  legs  drawn  up  ;  his  abdo- 
men was  rigid  and  moved  badly  Avhen  breathing  ;  a  distinct 
resistance  could  be  made  out  in  McBurney's  point  and  the 
slightest  pressure  in  this  region  caused  intense  suffering. 
'I'he  ordinary  incision  was  made  and  a  very  foul  abscess 
evacuated.  The  appendix  had  sloughed  off  and  a  concre- 
tion floated  out  Avith  the  pus.  The  caA'ity  Avas  treated  as 
in  the  last  case,  and  he  made  an  uninterrupted  recoA^ery, 
leaA'ing  for  home  on  the  thirty-first  day  after  the  operation. 

Case  3. — Y.  A — ,  aged  9  years,  admitted  into  hospital 
December  the  13th,  1904.  Six  days  before  AA^as  taken 
suddenly  Avith  sickness  and  diarrhoea,  folloAved  by  acute 
pain  all  OA'er  the  abdomen.  The  morning  temperature 
during  the  illness  A^aried  from  100°  to  101°  F. ;  his  boAA'els 
moved  daily  and  flatus  freely  passed.  He  has  not  been 
sick  since  the  outset,  but  has  had  much  pain  AvheneA^er  he 
tried  to  pass  urine  and  experienced  difficulty  in  starting 
the  act.  Dr.  Cruikshank,  of  Eynsham,  under  Avhose  care 
he  was,  supplied  me  Avith  the  history  of  his  having  had  an 
attack  in  July  last  of  an  "obscure  abdominal  condition, 
Avhen  appendicitis  Avas  suspected."  His  mother  asserted 
positiA'ely  that  during  the  July  attack  the  pain  was  on  the 
left  .side  of  the  belly  the  Avhole  time,  and  that  "  this  Avas 
Avhat  puzzled  the  doctor." 
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U)t  (i(liiiis.^l<j)i  1u'  loiike'd  piiR-lied  and  ill,  tongue  coated 
with  tliiek  wliite  fur,  Itreath  offensive,  temperature  99°  ¥., 
pulse  90  to  the  minute,  and  legs  drawn  up.  Com])lained 
that  the  umbilicus  was  the  most  painful  spot ;  abdomen 
luoved  fairly  in  respii'ation,  though  the  recti  nuiscles  were 
held  absolutely  rigid.  On  palpation  the  whole  abdomen 
below  the  umbilicus  was  painful,  the  right  not  more  than 
the  left. 

On  December  the  18tli  tongue  clean,  temperature  normal, 
but  severe  pain  at  und)ilicus  of  a  dragging  and  cutting 
kind.     Tenesmus  constant  and  discharge  of  mucus  frequent. 

On  the  19tli  laparotomy  was  performed  across  the  spino- 
umbilical  line,  over  McBurney^s  point.  When  the  peri- 
toneum was  opened  a  little  serum  escaped  but  no  pus. 
The  omentum  was  very  adherent  to  the  small  bowel.  With 
some  considerable  difficulty  the  appendix  was  found  passing 
upwards  and  inwards  behind  the  low^er  ileum  and  mesentery. 
It  was  rigid,  about  8  inches  in  length,  inflamed,  and  firmly 
bound  down  to  the  front  of  the  spine  by  old  adhesions  at 
the  level  of  the  undnlicus.  With  much  difficulty  and  after 
careful  separation  of  adhesions  the  tip  was  freed,  and  by 
degrees  it  became  possible  to  clamp  off  the  meso-appendix 
and  separate  the  organ  in  its  entire  length.  It  was  cut  off 
close  to  the  ca?cuni  and  invaginated  into  it  after  McBurney^s 
plan.  A  small  concretion  was  found  in  the  bulbous  ex- 
tremity Avhich  doubtless  was  responsible  for  the  previous 
attack.  The  usual  technique  was  carried  out,  and  he  was 
dismissed  five  weeks  after  the  operation. 

Case  4  was  that  of  M.  H — ,  aged  8  years,  who  was 
admitted  into  hospital  on  March  the  24th  of  this  year  and 
died  on  the  same  day.  Two  days  before  admission  he  was 
quite  well  and  went  to  school  in  the  morning  and  acted  as 
an  acolyte,  as  usual,  at  church.  At  noon,  when  at  home, 
he  was  suddenly  seized  with  pain  in  the  lower  part  of  the 
abdomen  on  the  left  of  the  middle  line.  He  vomited  once 
that  evening  and  had  diarrhoea  at  night. 

On  the  23rd  pain  was  general  over  the  lower  abdomen, 
but  the  sickness  ceased,  while  the  diarrhoea  was  intensified. 
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No  rigors.  On  the  24tli  a  medical  man  saw  liim  for  the 
first  time  and  sent  him  to  the  hospital. 

On  admissio}i  I  saw  him ;  pulse  145  to  the  minute^  feeble 
and  running ;  abdomen  rigid,  right  side  very  tender  on 
palpation,  the  muscular  resistance  general,  the  legs  flexed. 
When  asked  where  the  pain  was  greatest,  he  put  his  hand 
to  McBurney's  point.  There  was  a  little  dulness  in  the 
right  flank.  It  was  obvious  that  he  had  general  peritonitis, 
so  within  thirty  minutes  I  opened  him  in  the  right  iliac 
fossa. 

Some  straw-coloured  limpid  fluid  escaped  which  Avas 
rather  offensive  and  came  freely  from  the  general  peritoneal 
cavity.  I  did  not  wash  out  but  inserted  a  strip  of  gauze 
and  dressed  the  wound  as  gently  as  possible.  This  took 
place  at  12.30  p.m. ;  at  3.30  p.m.  he  seemed  better,  but  at 
4.30  p.m.  he  suddenly  became  faint  and  vomited  about  two 
pints  of  blood  and  died  almost  immediately. 

Post-mortem  examination. — The  whole  abdomen  was 
filled  with  a  primrose-coloured,  sero-purulent,  foul-smelling 
material.  The  ca?cuni  and  6  inches  of  the  lower  ileum 
were  removed  en  masse.  The  appendix  showed  one  spiral 
twist  upon  itself  and  for  about  1  inch  of  its  course  was 
normal,  then  it  became  adherent  to  the  posterior  wall  of 
the  ileum,  and  was  curled  upon  itself  for  a  distance  of 
li  inches.  The  terminal  adherent  part  was  much  inflamed 
and  covered  with  purulent  exudation.  It  had  near  its 
commencement  a  small  perforation.  On  the  proximal  side 
of  the  perforation  was  a  concretion. 

The  gastric  mucous  membrane  was  swollen,  cedematous, 
and  bloodstained,  and  presented  small  petechial  sub-mucous 
liiKmorrhages ;  the  lungs,  pleurae,  pericardium,  and  spleen 
showed  petechial  hasmorrhages,  and  the  other  organs 
cloudy  swelling.  This  is  an  instance  of  acute  fulminating 
or  gangrenous  appendicitis,  with  perforation  and  general 
peritonitis,  the  chief  peculiarities  being  its  terrible 
malignancy  and  its  unusual  fatal  termination  by  haemor- 
rhage from  the  gastric  mucous  membrane. 

It  will  be  noticed  in  analysing  these  cases  that  certain 
unusual  symptoms  are  noted : 
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(1)  The  ])reseiice  of  diarrhoea  and  altsenceof  constijiation 
in  all  the  cases. 

(2)  The  pain  having-  been  in  each  case  pi-iniarily  on  the 
left  side  of  the  middle  line  of  the  abdomen,  or  at  the 
umbilicus,  and  only  becoming  localised  in  or  referred  to 
the  right  side  some  hours  after  the  acute  onset. 

(3)  The  vesical  symptoms — nearly  always  jiain  in  voiding 
urine,  or  a  difficulty  in  initiating  the  act. 

(4)  The  presence  of  tenesmus  and  the  passing  of  blood- 
stained mucus  in  two  of  the  cases. 

In  other  respects  the  signs  are  similar  to  those  ])ertaining 
in  the  adult. 

The  profession,  rightly  or  wrongly,  seems  to  be  impressed 
with  the  belief  that  appendicitis  is  a  rare  and  unusual 
disease  in  children.  I  am  inclined  to  think  that  it  occurs 
between  one  fourth  and  one  third  less  frequently  than  in 
adults,  but  seems  to  be  on  the  increase. 

Until  we  realise  that  it  is  by  no  means  a  rare  disease, 
and  that  we  must  be  on  the  alert  to  recognise  it  in  its 
earliest  stages,  I  fear  we  shall  meet  with  instances  where 
the  diagnosis  has  been  missed,  the  treatment  carried  out 
on  wrong  lines,  and  with  occasionally  untoward  results. 

In  the  more  severe  cases  it  is  almost  impossible  to  ignore 
the  possibility  of  acute  intestinal  strangulation,  and  where 
there  is  marked  tenseness  and  the  passage  of  mucus  intus- 
susception must  be  differentiated.  I  have  known  the  pain 
in  the  bladder  lead  to  the  diagnosis  of  vesical  calculus  and 
the  organ  sounded  for  stone. 

Perhaps  the  most  general  interpretation  of  the  symptoms 
is  simple  intestinal  colic,  a  symptom  so  common  in  growing 
children  that  it  is  not  altogether  surprising  that  strong 
aperients  are  so  frequently  exhibited,  to  the  marked  detri- 
ment of  the  later  treatment.  Mistakes  will  be  less  likely 
to  be  made  if  proper  attention  is  given  to  a  more  thorough 
interpretation  of  the  signs  and  symptoms. 

Why  we  should  almost  invariably  find  constipation  in  the 
adult,  while  it  is  very  often  absent  or  gives  place  to  the 
opposite  condition  in  the  child  or  young  person,  I  cannot 
explain.     Once  upon  a  time  I  used  to  regard  constipation  as 
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a  conservative  process,  a  provision  of  Nature  for  securing- 
rest  for  the  inflamed  and  irritated  intestines,  yet  in  children 
it  does  not  seem  to  serve  this  purpose.  And  observing- 
this  fact,  may  it  not  in  a  measure  explain  the  opposite  views 
held  by  the  schools  as  to  the  treatment  of  inflammatory 
affections  of  the  intestines  ?  While  most  persons  cease  to 
use  purgatives  and  lock  up  the  l)owels,  others  urge  the 
immoderate  and  continued  use  of  purgation.  Be  the  cause 
what  it  may,  the  fact  remains  that  diarrhoea  is  very  preva- 
lent in  children  with  appendicitis. 

Then  as  to  the  pain  being  referred  to  the  left  side  early 
in  the  attack.  Is  this  an  instance  of  purely  so-called 
referred  pain,  with  only  a  remote  and  indirect  anatomical 
relationship,  or  is  it  due  rather  to  the  direct  anatomical 
situation  of  the  particular  appendix  at  fault  ? 

For  while  we  know,  on  the  one  hand,  from  the  researches 
of  Head,"^  that  referred  pains  have  in  most  cases  a  direct 
relationship  to  visceral  disease,  so,  on  the  other  hand,  we  knoAv 
that  the  appendix  may  be  anatomically  situated  in  many  and 
various  positions.     According  to  Testut  it  may  be  found : 

(1)  Passing  upwards  and  inwards  behind  the  ileum. 

(2)  Over  the  brim  of  the  pelvis  and  external  iliac  vessels. 

(3)  Downwards  towards  Poupart's  ligament. 

(4)  Upwards  and  along  the  outer  margin  of  the  ctecum 
and  ascending  colon. 

(5)  Directly  up,  behind,  and  concealed  by  the  caecum. 
Head  records  the  case  of  a  boy,  aged   16  years,  Avhose 

right  undescended  testis  was  injured,  and  who  suffered  pain 
in  the  tenth  dorsal  segment,  more  on  the  left  side  than  on 
the  right. 

Some  such  interpretation  as  Head's  may  be  suspected, 
yet  I  lean  towards  the  latter  view  as  the  more  likely  to 
be  helpful.  The  pain  at  the  umbilicus  in  Case  3  was 
doubtless  due  to  the  adhesions  of  that  abnormally  long- 
appendix  to  the  lumbar  spine ;  and  in  two  cases  of  female 
children,  aged  11  years  and  12  }-ears,  with  whom  I  had  to 
deal,  and  in  whom  the  pain  was  referred  chiefly  to  the  left 
side  and  to  the  bladder,  the  abscesses  were  in  Douglas's 
*  Head,  "  Eeferred  Pain,"  'Brain,'  vol.  xvi,  1893. 
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poucli  and  the  a|)])en(lix  adherent  in  the  pelvis.  In  cases 
of  abscess  it  is  often  very  diflRcult  when  operating  to  locate 
the  situation  of  the  organ,  nor  do  I  think  the  effort  an 
advisable  one  to  make,  and  for  ol^vious  reasons. 

The  vesical  ixthi  or  inconvenience  is  sometimes  due  to  a 
distended  condition  of  the  viscus,  for  it  is  often  materially 
relieved  by  catheterisation,  Avhilst  in  most  cases  it  is  pro- 
bably due  to  the  direct  extension  of  the  inflammatory  pro- 
cess to  the  false  ligaments  of  the  bladder.  In  attempting 
to  make  a  diagnosis  the  various  conditions  above  mentioned 
must  be  taken  into  consideration,  and  it  is  a  wise  plan 
always  in  children  to  make  a  gentle  bimanual  examination, 
under  an  anaesthetic  if  necessary,  with  one  finger  in  the 
lower  bowel.  When  the  true  pelvis  is  involved,  and  in  a 
certain  number  of  cases  even  where  the  appendix  is  in  its 
most  usual  situation,  the  swelling  may  be  felt  with  com- 
parative ease  by  this  manoeuvre. 

As  to  treatment,  I  will  refer  merely  to  those  cases  requir- 
ing surgical  measures,  such  as  the  gangrenous,  purulent, 
relapsing  (either  from  the  presence  of  concretions,  adhe- 
sions, stricture,  or  partial  obliteration),  and  the  rarely  found 
foreign  bodies. 

The  milder  or  catarrhal  forms  rarely  fall  to  the  surgeon 
and  are  best  left  to  the  care  of  the  physician.  Purgatives 
should  never,  in  my  opinion,  be  used ;  eneinata  are  always 
safer.  Opium  should  seldom  be  given ;  it  masks  the  sym- 
ptoms and  increases  the  general  distension. 

As  to  operation.  In  the  serious  cases,  as  the  gangrenous 
or  fulminating,  the  sooner  laparotomy  is  undertaken  the 
better.  Where  there  is  suppuration  I  freely  open,  wash 
or  wipe  out  the  cavity  with  gentleness  and  care,  removing 
concretions  and  sloughs,  but  do  not  specially  seek  to  find 
the  appendix.  I  always  use  a  strip  of  gauze  as  a  drain. 
It  is  quite  efficacious,  and  stimulates  the  sealing-off  ten- 
dency of  the  peritoneum.  A  glass  or  rubber  tube  is  prone 
to  perforate  the  already  inflamed  and  rigid  gut  and  give 
rise  to  a  fiscal  fistula  after  a  dressing  is  applied ;  for  the 
pathological  principle  that  constant  pressure  causes  atrojihv 
is  applicable  here  as  elsewhere. 
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Children  do  not  bear  laparotomy  as  well  as  adults,  and 
the  operation  should  be  performed  quickly. 

During-  the  years  1901  to  1905  inclusive  I  have  operated 
on  23  cases  of  children  under  12  years,  6  females  and  17 
males,  with  a  mortality  of  two  (both  fulminating  cases,  one 
of  which  is  recorded  as  Case  4). 

In  6  cases  the  appendix  was  wholly  or  partially  gan- 
grenous  ;  in  13  there  was  an  abscess;  in  3  a  relapsing  con- 
dition, the  appendix  in  each  case  containing  a  concretion ; 
1  partially  obliterated,  without  a  solid  concretion  but  with 
fluid  contents. 

Two  children,  one  in  hospital  and  the  other  in  private 
practice,  were  under  4  years ;  both  of  these  had  abscesses, 
were  operated  upon,  and  ultimately  did  well. 

{Read  April  the  Uth,  1905.) 

Discussion. 

Dr.  Percy  Lewis  (Folkestone)  said  an  important  point  was 
whether  such  cases  should  be  washed  out  at  the  operation.  He 
thought  the  author  had  not  suiRcieutly  separated  those  cases. 
Where  there  were  adhesions  and  a  limited  abscess  the  washing  out 
should  be  done  gently ;  but  in  the  fulminating  form,  where  there 
was  pus  spreading  in  all  directions,  one  could  not  do  better  than 
wash  out  most  thoroughly.  Since  he  had  done  that  he  had 
obtained  very  much  lietter  results  than  when  he  simply  put  in  a 
tube.  Last  summer  he  had  a  girl,  aged  14  years,  with  fulminat- 
inu'  appendicitis,  and  Avithiu  twenty-four  hours  of  the  onset  the 
aljdomen  was  openeil  and  afterwards  Avashed  out,  every  part  of 
the  abdomen,  including  round  the  liver,  and  an  opening  was  also 
made  in  the  middle  line  and  a  tube  was  put  in  Douglas's  pouch. 
She  got  quite  well,  and  was  out  driving  in  three  weeks'  time.  He 
thought  she  would  have  died  from  the  amount  of  poison  in  her 
if  she  had  not  been  thoroughly  washed  out.  He  protested 
against  the  dictum  that  opium  should  never  be  used  in  such 
cases  ;  it  would  be  very  hard  on  the  patients,  and  he  thought 
anyone  who  had  appendicitis  would  want  opium.  It  was  stated 
it  would  mask  the  diagnosis ;  if  so,  the  diagnosis  must  be  im- 
proved. In  the  old  days,  when  the  condition  was  spoken  of  as 
peritonitis,  a  large  number  of  cases  were  cured  by  opium  and 
blue  pill ;  and  no  douV)t  it  was  a  very  excellent  treatment,  for  the 
opimn  put  the  inflamed  parts  at  rest,  and  he  thought  there  could 
be  no  physiological  objection  to  it. 

Mr.  Lockhart  Mummery  said  Mr.  Whitelocke  had  brought 
out  one  point  not  generally  mentioned,  namely,  that  in  children 
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the  tendency  was  towards  the  f  uhninatmg  variety  rather  than 
the  catarrhal.  The  majority  of  cases  in  children  in  which  there 
was  gangrene  Avere  those  of  acute  abscess,  and  that  showed  that 
one  was  not  justified  in  waiting  to  see  whether  the  attack  would 
pass  off  in  children  with  the  idea  of  operating  in  the  quiescent 
stage.  Directly  appendicitis  was  diagnosed  in  a  child  under  12 
years  of  age  the  abdomen  should  be  opened.  He  knew  of  two 
recent  cases,  not  his  own,  in  which  operation  was  deferred  until 
it  was  too  late.  His  belief  was  that  it  was  the  best  practice  to 
wash  out  the  abdomen  thoroughly,  especially  where  there  was 
general  peritonitis.  Another  sound  method  of  dealing  with 
general  peritonitis  was  to  put  two  large  tubes  into  the  pelvis, 
one  on  each  side,  through  small  incisions,  and  irrigate  con- 
tinuously through  those  tubes  or  every  half-hour  with  saline 
solution,  and  nurse  the  patient  in  a  semi-sitting  posture.  That 
constituted  a  very  effectual  means  of  draining  those  cases.  The 
results  from  that  method  seemed  to  be  better  than  by  any  other, 
and  the  necessary  operation  Avas  extremely  small. 

Mr.  R.  C.  Dun  (Liverpool)  said  his  experience  bore  out 
Mr.  Whitelocke's  as  to  the  frequency  of  diarrhoea  and  bladder 
irritation  in  appendicitis  in  children  compared  with  adults.  In 
several  of  his  cases  there  was  complete  retention  of  urine.  He 
thought  it  doubtful  whether  there  was  a  tendency  for  childi-eu 
to  have  a  more  serious  type  of  appendicitis  than  adults  ;  the  idea 
was  probably  due  to  the  likelihood  of  appendicitis  occurring  in 
children  uot  being  sufficiently  before  the  profession,  with  the 
result  that  the  slight  attacks  were  missed.  Practically  in  all  his 
cases  of  abscess  or  perforation  careful  inquiry  had  elicited 
evidence  pointing  to  previous  attacks.  Frequent  attacks  of  colic 
in  children  might  be  referable  to  the  appendix.  He  would  ask 
Mr.  Whitelocke  his  experience  as  to  the  value  of  the  blood-count 
in  the  diagnosis  of  pus -formation  in  children.  He  had  found  in 
all  cases  in  which  there  were  more  than  15,000  leucocytes  to  the 
cubic  millimetre  that  pus  was  present.  He  agreed  that  the  re- 
moval of  an  appendix  which  was  firmly  adherent  to  the  wall  of 
an  abscess  was  associated  with  great  risk,  but  in  two  cases  in  which 
he  was  compelled  to  leave  the  appendix  symptoms  of  appendicitis 
had  recurred  after  the  abscess  cavity  had  healed  up.  In  both 
of  them  a  second  operation  had  to  be  performed  for  the  removal 
of  the  appendix.  That,  however,  was  not  associated  with  so 
much  risk  as  attempting  to  remove  a  very  adherent  appendix 
when  treating  the  abscess.  The  prognosis  was  extremely  grave 
in  gangrenous  appendicitis  associated  Avith  general  peritonitis. 
The  only  two  cases  Avhicli  he  had  met  Avith  proA'ed  rapidly  fatal. 
He  thought  Avashing  out  the  abdominal  cavity  with  saline 
solution  was  the  best  form  of  treatment.  The  plan  adopted  was 
to  put  a  tube  in  the  appendix  incision,  another  through  an 
opening  in  the  middle  line,  going  into  Douglas's  pouch,  and  tAvo 
tubes  through  the  flanks,  irrigating  through  all  four  tubes. 
A^OL,  V.  14 
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Dr.  C.  W.  Chapman  said  lie  tliouglit  it  would  be  found  that 
the  children  who  suffered  from  colic  were  in  the  habit  of  bolting 
their  food.  He  heard  of  a  large  institution  in  which  the  children 
were  allowed  only  half  an  hovir  in  which  to  wash  their  hands, 
dress  and  have  dinner,  and  get  back  to  work.  He  wrote  to  the 
doctor  about  it,  and  suggested  that  they  should  have  plenty  of 
time  for  their  meals  in  order  to  masticate  their  food  thoroughly. 

The  Chairman  (Mr.  R.  C.  Lucas)  said  the  subject  was 
sufficiently  large  to  occupy  a  whole  evening,  so  he  would  not 
attempt  to  cover  it,  but  would  oft'er  one  or  two  remarks.  No 
doubt  colic  in  children  was  often  due  to  indigestion,  as  Dr.  Chap- 
man mentioned,  but  when  that  had  been  treated  for  some  long 
time  without  the  pain  ceasing,  although  the  pain  was  chiefly  in 
the  central  line,  it  Avas  important  that  a  surgeon  shoidd  carefully 
examine  the  region  of  the  appendix.  A  case  which  had  been 
under  treatment  for  many  months,  and  in  which  the  diet  had 
been  most  carefully  regulated,  was  sent  to  him  a  few  months  ago. 
He  could  feel  the  appendix  rolling  under  his  hand,  and  though 
there  was  no  very  great  tenderness,  he  recommended  that  it 
should  be  cut  down  upon.  He  did  so,  and  some  serum  escaped 
from  the  peritoneal  cavity.  He  then  found  an  appendix  six 
inches  in  length,  with  only  one  adhesion,  at  its  end,  and  that  had 
sufficiently  accounted  for  all  the  symptoms.  The  appendix  was 
removed,  and  the  case  thereby  cured.  He  thought  there  was  an 
explanation  for  the  bladder  irritation  being  more  common  in 
children  than  in  adults.  The  bladder  was  much  more  an 
alxlominal  organ  in  a  child,  and  therefore  inflammation  occurring 
in  the  lower  part  was  more  likely  to  aifect  the  bladder  in  a  child 
than  in  an  adult.  He  would  like  to  hear  why,  in  the  last  case 
narrated  by  Mr.  Whitelocke,  he  did  not  remove  the  appendix. 
He  (Mr.  Lucas)  thought  it  unwise  to  perform  an  incomplete 
operation  unless  the  patient  was  actually  in  extremis.  He  agreed 
that  the  washing  out  of  those  cases  was  an  advantage.  His 
experience  was  that  if  the  patient  was  very  low  the  best  thing 
was  to  fill  the  abdomen  with  saline  fluid.  So  far  from  it  being  a 
depressant,  the  saline  fluid  raised  the  pulse  at  once,  especially  in 
general  peritonitis. 

Mr.  R.  H.  Anglin  Whitelocke  (Oxford),  in  reply,  thanked 
those  who  had  criticised  his  paper.  In  reply  to  the  Chairman 
(Mr.  E.  Clement  Lucas),  he  did  not  remove  the  appendix  in  his 
last  case  because  the  omentum  was  matted  to  the  small  gut,  the 
coils  were  matted  together,  and  the  patient  was  in  extremis,  the 
pulse  being  almost  imperceptible.  He  did  not  die  from  shock 
apparently,  but  from  the  haemorrhage  from  the  stomach.  He 
had  heard  of  this  symptom  in  only  one  similar  case — one  of  acute 
septic  peritonitis  with  haemorrhages  under  all  the  mucous  mem- 
l;)ranes  of  the  body.  He  agreed  that  washing  out  of  the  abdomen 
should  be  carried  out  in  adults,  but  he  had  seen  in  the  hands  of 
others  cases  which  he  felt  sure  were   lost   through  too  much 
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washiniy  out.  It  was  true  the  pulse  improved  as  soon  as  the 
warm  fluid  entered  the  abdomen,  but  it  failed  again,  often 
suddenly,  in  a  feAv  minutes'  time.  He  had  made  up  his  mind  not 
to  wash  out  the  abdomen  in  children  at  the  time  of  operation,  as 
a  rule,  though  it  might  be  done  subsequently.  He  practised  the 
new  metliod  of  draining  in  adults.  It  must  I^e  remembered  that 
time  was  the  important  element  in  the  case  of  children,  and  they 
would  not  stand  much  pulling  al)out,  whether  for  appendicitis, 
strangulated  hernia,  or  any  other  acute  condition.  He  had  seen 
a  child  die  as  soon  as  the  coils  of  intestine  were  pulled  down  and 
exposed.  The  use  or  abuse  of  opium  would  always  be  a  prolific 
subject  for  debate,  but  the  more  he  saw  of  alnlomiual  surgery 
the  more  he  was  convinced  that  opium  was  deleterious.  He  had 
discussed  the  matter  with  Mr.  Mayo  Eobson,  who  said  he  had 
abandoned  the  use  of  opium  ;  where  anything  of  the  kind  was 
necessary  he  resorted  to  aspirin  or  something  else.  The  con- 
dition of  the  pulse  was  a  very  great  indication  as  to  whether  one 
had  to  deal  with  an  acute  gangrenous  condition.  It  was  shabby 
and  rapid,  and  when  it  began  to  fail  laparotomy,  if  only  for 
purposes  of  exploration,  should  be  performed.  He  agreed  with 
Mr.  Dun's  explanation  of  the  greater  frequency  with  which 
fulminating  cases  of  appendicitis  were  seen  in  children ;  the  fact 
was  the  surgeon  did  not  see  the  milder  cases  ;  they  were  treated 
by  the  physicians,  and  it  Avas  only  when  luitoward  symptoms 
occurred  that  the  surgeon  was  called  in.  He  generally  had  a 
blood-count  done  in  adults,  but  not  in  children.  In  relapsing 
forms  in  adults  the  blood-count  gave  an  excellent  idea  as  to 
suppuration.  He  Avould  see  that  his  house-surgeon  did  the 
count  in  all  doul;»tful  cases  in  future. 


73.  CASE  OF  EXOPHTHALMIC   GOITRE   IN  A  CHILD 
AGED   3^^  YEARS. 

By   CHARLES   BATCHELOR. 

The  patient  was  the  only  child  of  healthy  parents^  in  a 
good  position  of  life.  There  was  no  family  history  of 
insanity  or  neuroses.  She  was  perfectly  healthy  until  she 
had  whooping-cough  in  the  early  months  of  1901. 

In  June  of  that  year,  at  the  age  of  3  years  and  1 
month,  it  Avas  noticed  that  her  eyes  Avere  prominent,  and 
she  had  attacks  of  passion,  Avhich  had  never  been  pro- 
nounced before. 
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On  her  return  from  the  seaside  in  September,  I  found 
that  she  had  very  definite  exophthahnos,  with  decided 
enlargement  of  the  thyroid,  tlie  right  lobe  being  larger 
than  the  left.  There  were  no  tremors,  but  the  heart's 
action  was  rapid,  and  the  attacks  of  passion,  with  loud 
screaming,  were  much  more  frequent. 

In  March  she  had  an  attack  of  influenza  and  pneumonia, 
and  was  in  a  most  critical  condition  for  several  days. 

During  the  summer  the  exophthalmos  became  even  more 
pronounced.  The  child  was  generally  breathless  on  exer- 
tion, and  the  heart's  action  always  rapid  (120—140  beats 
per  minute),  with  marked  pulsation  of  the  carotids,  but 
there  were  no  murmurs,  and  never  albuminuria.  The 
prominence  of  the  eyes  varied  slightly  from  time  to  time, 
but  the  eyelids  always  closed  during  sleep.  Von  Graefe's 
sign  was  present.  I  was  never  able  to  discover  any 
tremors. 

In  1904  she  had  two  or  three  attacks  of  sickness,  which 
produced  great  prostration,  and  on  September  the  24th 
she  was  attacked  with  diarrhoea,  followed  b}^  uncontrollable 
vomiting,  and  she  died  from  exhaustion  on  September  the 
26th  at  the  age  of  6  years  and  4  months. 

{Read  Ajyril  the  Uth,  1905.) 

Discussion. 

The  Chairman  (Mr.  R.  C.  Lucas)  said  it  was  a  very  remark- 
able case,  aud  it  was  very  rare  for  a  case  of  exophthalmic  goitre 
to  occur  at  so  early  an  age.  The  whooping-cough  seemed  to 
have  occurred  immediately  before  the  disease  commenced.  He 
did  not  know  whether  any  connection  could  be  suggested  between 
the  two.  There  was  a  gradually  increasing  exophthalmos,  as 
shown  Ijy  the  photographs. 

Mr.  Sydney  Stephenson  remarked  that  to  say  exophtlialmic 
goitre  was  very  uncommon  in  children  was  to  utter  a  truism. 
At  the  same  time,  Mr.  Batchelor  had  established  a  record  even 
for  that  Society.  Mendiers  would  remember  that  three  cases 
had  1)een  shown  of  exophtlialmic  goitre,  two,  curiously  enough, 
m  children  of  12  years  of  age ;  two  of  tbem  were  girls  aud  one 
boy.  But  the  Society's  records  hitherto  had  contained  no  instance 
of  Graves'  disease  in  a  yoimger  child.  That  seemed  to  be  one  more 
reason  why  the  profession  shovdd  extend  a  large  recognition  to 
the  Society,  that  it  should  preserve  and  foster  the  publication  of 
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such  interesting  cases  which  niiyht  otherwise  be  lost  to  medical 
science. 

Dr.  Q.  A.  Sutherland  said  the  record  of  the  case  formed  a 
valual)le  addition  to  the  '  Reports '  of  the  Society.  He  con- 
sidered that  it  was  the  earliest  case  of  the  kind  on  record.  He 
was  much  struck  by  the  rapid  course  of  the  illness,  which  had  a 
duration  of  only  three  years.  That  illustrated  a  not  uncommon 
experience,  that  some  diseases  which  were  more  or  less  chronic  in 
adults  tended  to  run  a  very  rapid  course  when  they  developed 
in  early  life.  He  understood  there  was  an  absence  in  this  case 
of  acute  mental  symptoms,  which  in  this  disease  were  usually 
present  in  fatal  cases.  Then  there  was  the  feature  of  its  termina- 
tion with  acute  al)dominal  symptoms.  In  exophthalmic  goitre 
it  Avas  common  to  have  those  abdominal  attacks  with  profuse 
diarrhoea,  which  resisted  treatment.  Very  few"  people  had  an 
opportunity  of  seeing  a  fatal  case  of  exophthalmic  goitre,  because 
it  was  an  affection  which  persisted  for  years,  and  if  death  followed 
it  was  usually  from  some  intercurrent  disease. 

Mr.  George  Pernet  asked  whether  there  had  Ijeen  any  skin 
changes  in  the  case. 

Dr.  Thomas  W.  Parkinson  asked  whether  there  was  any 
history  of  myxa?dema. 

Dr.  W.  Ewart  asked  whether  there  was  any  tremor  in  the 
case,  and  wdiether  it  might  be  concluded  that  the  patient  did  not 
display  any  remarkable  amount  of  muscular  weakness. 

Mr.  Charles  Batchelor  (Staines),  in  reply,  said  such  a  case 
was  so  rare  that  he  felt  it  his  duty  to  present  the  record  of  it  to 
the  Society.  There  was  no  history  of  myxoedema  in  the  family. 
There  were  no  skin  changes,  svich  as  pigmentation  or  a  rash. 
Neither  were  there  tremors  or  muscular  weakness.  The  last 
photograjjh  was  taken  ten  days  before  death. 


74.  VERRUCOSE  ENDOCARDITIS  OF  THE  AORTIC 

VALVES. 

By   EDMUND   CAIJTLEY,   M.D. 

Infective  endocarditis  is  by  no  means  common  in  young 
children,  and  it  is  still  more  rave  to  find  the  peculiar 
chronic  veri'ucose  condition  which  was  present  in  tins 
instance.  The  case  was  that  of  a  boy,  aged  8  years,  who 
was  admitted  into  the  Belgrave  Hospital  for  Children  for 
supposed  meningitis  on  March  the  6th,  and  died  on  March 
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the  17tli^  190o.  The  family  hij>tor}'  contained  no  facts  of 
importance,  and  his  past  histoiy  was  excellent,  except  for 
the  suggestive  point  that  he  had  been  in  St.  Thomas' 
Hospital  some  years  previous  for  "  weak  heart/' 

Three  weeks  before  admission  he  received  a  blow  on  the 
right  eye  through  a  fall  on  a  bench  at  school.  He  was 
taken  home  and  put  to  bed  for  a  few  days,  then  he  was 
allowed  up,  but  during  the  last  ten  days  he  had  been  again 
confined  to  his  bed.  The  symptoms,  since  the  injury, 
consisted  of  constant  A'omiting,  anorexia,  constipation, 
variable  headache  in  the  right  frontal  region,  vague  pains 
in  the  chest  and  abdomen,  and  fever.  Two  days  ago  the 
temperature  reached  103'6°  F.  There  was  no  delirium. 
On  admission  he  was  conscious,  drowsy,  and  rather  irri- 
table. There  was  a  little  duskiness  of  the  nose  and  lips, 
but  no  clubbing  of  the  extremities,  'i'he  apex  of  the 
heart  was  in  the  fifth  space,  nipple  line,  the  impulse  rather 
exaggerated,  and  the  dulness  a  little  increased.  A  loud 
systolic  murmur  was  heard  all  over,  loudest  at  the  base, 
with  its  point  of  maximum  intensity  in  the  second  left 
interspace  near  the  sternum.  It  Avas  conducted  into  the 
neck  on  both  sides,  into  the  axilla,  and  heard  in  both 
interscapular  regions.  The  pulse  was  of  fair  volume, 
about  100  per  minute.  A  blood-count  yielded  5.800,000 
red  cells  and  8500  white  cells.  There  was  no  abdominal 
distension.  The  liver  and  spleen  were  palpable  and  the 
splenic  dulness  enlarged. 

jMarch  the  7th. — Good  night,  still  irritable,  more 
drowsy.  Occasional  headache.  No  delirium.  Anorexia, 
no  vomiting,  normal  stools.  The  knee-jerks  were  absent 
and  Babinski's  reflex  was  present. 

March  the  10th. — The  temperature  has  ranged  between 
100*6°  F.  and  105"8°  F.,  being  very  irregular  in  character. 
Pulse  120,  rather  small.      Has  vomited  twice  in  the  last  day. 

March  the  14th. — The  temperature  maintains  its  irregu- 
larity and  has  been  up  to  104"6°  F.  The  murmur  is  now 
definitely  loudest  in  the  aortic  region.  The  spleen  is  larger. 
A  blood-count  yielded  12,000  white  cells. 

March  the  17th. — For  two  days  there  has  been  frequent 
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vomiting.  Last  night  patient  became  very  excitable,  but 
tliis  morning  lie  collapsed,  turning  a  very  bad  colour.  Two 
hours  later  he  became  unconscious,  and  he  died  in  a  state 
of  coma  in  another  two  hours. 

The  diagnosis  of  this  case  was  peculiarly  difficult  on 
account  of  the  very  definite  relationship  of  the  onset  of 
the  illness  to  injury.  It  was,  however,  perfectly  clear  that 
there  was  more  than  a  meningitis,  even  if  there  was  any 
meningeal  affection  at  all.  There  were  no  signs  suffi- 
ciently definite  to  suggest  typhoid  fever.  The  presence 
of  a  basal  cardiac  murmur  might  have  been  only  a  coin- 
cidence, but  in  view  of  the  character  of  the  fever,  the 
enlargement  of  the  spleen,  and  the  absence  of  marked 
meningeal  symptoms  I  regarded  the  case  as  one  of  infec- 
tive endocarditis,  secondary  to  a  valvular  lesion  which  was 
probably  congenital.  The  distribution  of  the  murmur  at 
first  suggested  a  pulmonary  stenosis,  but  there  were  none 
of  the  physical  signs  usually  present  in  this  affection. 
Later,  the  distribution  of  the  murmur  and  the  evidence  of 
hypertrophy  of  the  left  venti'icle  indicated  an  aortic  affec- 
tion, a  comparatively  rare  form  of  valvular  disease  in 
children  as  a  single  lesion. 

On  post-mortem  examination  an  excess  of  fluid  was 
found  in  the  cerebro-spinal  canal.  In  the  pia-arachnoid, 
scattered  over  the  cortex  and  base  of  the  brain,  were  a 
few  small  isolated  plaques  of  thin  purulent  lymph.  The 
pericardium  was  distended  with  recent  effusion  of  serum 
and  blood.  The  heart  was  larger  than  normal,  the  enlarge- 
ment being  due  to  hypertrophy  of  the  left  ventricle,  and 
moderate  dilatation  of  the  left  auricle.  In  the  base  of 
the  wall  of  the  left  ventricle  there  was  a  recent  infarct, 
the  size  of  a  small  walnut,  containing  very  soft  blood-clot, 
commencing  to  break  down.  The  aortic  valves  were  con- 
verted into  irregular  warty  masses,  showing  no  trace  of 
the  original  valve  structure,  the  warty  structure  being 
very  firm  in  texture.  Above  the  valves  the  aorta  was 
considerably  dilated,  and  contained  a  large,  flat,  circular 
patch,  about  the  size  of  a  shilling,  of  inflammatory  tissue, 
and  looking  like  a  large   sessile  wart.      The  hemorrhage 
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into  tlie  pericardium  had  taken  place  throug'li  the  thinned 
wall  of  the  aorta.  The  spleen  was  enlarged,  and  contained 
a  recent  infarct.      All  the  other  org-ans  were  normal. 

It  is  doubtful  what  was  the  cause  of  the  primary  affec- 
tion of  the  aortic  valves.  From  the  fact  that  only  these 
valves  were  affected,  and  that  there  Avas  neither  a  family 
nor  a  past  histoi'v  of    rheumatic  affections,  and  that  there 

Fig.  13. 


was  a  past  history  of  "  arch  heart,"  I  am  inclined  to  the 
view  that  the  mischief  was  congenital  in  origin.  That  con- 
genital aortic  stenosis  can  occur  is  recognised.  Two  sucli 
cases  have  come  under  my  notice,  one  of  which  I  showed 
at  a  meeting  of  the  Medical  Society  of  London  in  1899 
and  the  other  before  this  Society  ('Reports,'  vol.  i). 
Fisher  also  showed  a  specimen  of  the  lesion  before  this 
Society  ('Reports,' vol.  ii,  p.  16).  Friedmann  reported  a  case 
in  which  the  murmur  was  heard  at  the  age  of  4  months. 
Infective  endocarditis  of  the  aortic  valves  is  naturally 
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most  uncoininon  ;  for  infective  endocardilis  is  uncoininon, 
and  that  the  aortic  valves  alone  should  be  affected  is  still 
more  rare.  Usually  when  it  occurs  it  is  a  secondary 
affection  of  the  mitral  valves.  In  one  case  under  my  care 
the  child  had  pulmonary  stenosis  and  regurgitation^  v^ith 
secondary  infection.      Her  age  was  15  years. 

[Bead  April  the  Uth,  1905.) 

Discussion. 

Dr.  C.  W.  Chapman  asked  whether  it  was  possible  that  the 
injury  mentioned  had  something  to  do  with  it.  He  had  a  case 
recently  in  the  person  of  a  porter  on  the  L.  it  N.  W.  Ry.  who  had 
an  injury  to  his  shoulder  resulting  in  suppurative  mischief.  Ever 
since  the  accident  he  had  had  difficulty  in  breathing,  and  he 
eventually  died  of  septic  endocarditis. 

Dr.  W.  Ewart,  in  view  of  the  use  of  the  term  "  verrucose," 
asked  whether  there  was  any  loose  fibrin  or  pedunculated 
vegetation.  The  symptoms  were  those  of  infective  malignant 
endocarditis  ;  and  yet  it  was  remarkaljle  that  there  was  not  that 
usual  accompaniment  of  it,  the  loose  fibrin,  bearing  micro- 
organisms in  quantity.  That  made  the  specimen  a  most  interest- 
ing one.  The  hardness  of  the  knobby  formation  justified  the 
use  of  the  term  "  verrucose,''  but  the  size  of  the  masses  was  a  little 
against  it.  The  usual  form  of  verrucose  valvular  endocarditis 
was  that  in  which  the  deposits  were  very  firm,  sessile,  and  smooth, 
not  roughened  or  ulcerated,  but  as  a  rule  small.  There  was  the 
same  hardness,  and  apparently  the  same  absence  of  ulceration 
or  pedunculation ;  but  the  "  warty "  outgrowth  was  of  con- 
sideraV)le  size.     Had  a  microscopical  examination  been  made  ? 

Mr.  William  H.  Vickery  (Newcastle)  asked  whether  it  was 
possil)le  that  the  original  lesion  of  the  valve  was  due  to  con- 
genital syphilis. 

Dr.  Edmund  Cautley,  in  reply,  said  it  was  possible  that 
injury  might  have  had  something  to  do  with  causing  the 
secondary  infection,  but  it  was  difficult  to  assign  a  source  of  in- 
fection in  most  of  those  cases.  He  agreed  with  Dr.  Ewart's  remark 
about  the  nomenclature.  Verrucose  struck  him  as  being  the  best 
name,  because  of  the  hard,  somewhat  warty  condition  of  the  valves 
and  the  structure  in  the  aorta  like  that  of  a  large  sessile  wart. 
The  alteration  of  the  valves  was  very  peculiar.  The  growth  was 
as  hard  at  the  time  the  heart  was  opened  as  it  was  after  the 
specimen  had  been  kept  in  formalin.  He  coidd  not  detect  loose 
fibrin  nor  the  source  of  the  embolisms  which  had  been  carried 
into  the  heart-muscle  and  into  the  spleen.  There  was  sufficient 
evidence  to  enable  one  to  speak  of  it   as  infective  endocarditis 


218    CONGENITAL  STRICTURE  OF  (ESOPHAGUS. 

because  the  aorta  was  softened  sufficieutly  to  allow  a  leakage  of 
blood  into  the  pericardium,  and  the  infarct  in  the  wall  of  the 
heart  was  breaking  down.  It  was  a  mild  form  of  infective 
endocarditis  grafted  on  to  a  warty  condition  of  valves,  which  had 
been  in  existence  for  some  time  previously  and  could  not  have 
l^een  produced  in  the  five  weeks  which  elapsed  after  the  injury. 
There  was  no  evidence  in  the  patient  of  syphilis  and  there  was 
no  history  of  it  in  the  family.  No  microscopic  section  had  been 
made. 


75.  A   CASE    OF   CONGENITAL    STEICTUEE    OF    THE 
(ESOPHAGUS. 

By   E.    C.   dun,   cm. 

In  October,  1903,  a  boy,  aged  18  months,  was  seen  in 
the  Out-Patient  Department  of  the  Liverpool  Infirmary  for 
Children,  and  the  following  history  ascertained : 

Three  weeks  before  he  Avas  taken  to  hospital  he  suddenly 
and  without  apparent  cause  began  to  vomit  everything, 
both  solid  and  liquid.  The  child  had  been  under  medical 
treatment  since  the  vomiting  set  in,  but  various  changes  of 
diet  and  drugs  had  not  led  to  any  improvement.  No 
attempt  had  been  made  to  pass  oesophageal  bougies.  Eapid 
Avasting  had  occurred  since  the  onset  of  the  vomiting.  The 
previous  health  had  been  good.  The  mother  had  no  sus- 
picion of  a  foreign  body  having  been  swallowed.  There 
was  no  evidence  of  a  tubercular  or  syphilitic  history,  and 
nine  other  children  were  healthy  and  well  formed. 

The  child  was  pale  and  thin.  He  weighed  18  lbs.  4  oz. 
The  heart,  lungs,  and  spine  were  normal.  No  signs  of 
tubercle  or  syphilis  were  present,  and  no  obvious  congenital 
deformity  was  noted.  The  boy  was  ravenously  hungry;  he 
swallowed  milk  greedily  in  small  sips  and  retained  it,  but 
would  not  attempt  a  long  drink.  Bread  and  butter  was 
returned,  with  slight  retching  and  alkaline  in  reaction,  a 
minute  or  two  after  several  mouthfuls  had  been  swallowed. 
No  swelling  was  noted  about  the  neck. 

Various  sizes  of  olivary  oesophageal  bougies  were  passed  ; 
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with  all  obstruction  Avas  met  with  7h  inches  from  the  teeth. 
No  foreign  body  was  felt,  and  examination  with  the 
fluorescent  screen  was  negative. 

A  provisional  diagnosis  of  congenital  stricture  of  the 
lower  thii-d  of  the  oesophagus  was  made. 

Owing  to  the  wards  being  overcrowded  at  the  time,  and 
as  the  child  was  apparently  able  to  take  enough  milk  for 
his  requirements,  it  was  not  until  two  days  later  that  he 
was  admitted  into  hospital.  The  mother  then  reported  that 
the  boy  had  taken  his  milk  Avell  since  his  visit  to  the  Out- 
Patient  Department,  that  none  of  it  had  been  returned,  and 
that  he  had  eaten  and  retained  "a  gingerbread"  before 
leaving  home  the  same  morning. 

On  admission,  October  the  17th,  1903,  any  solid  food 
given  was  returned  as  before  described.  Milk  swallowed 
in  small  quantities,  one  to  two  teaspoonfuls  at  a  time,  was 
retained,  but  larger  drinks  regurgitated  from  lialf  to  two 
minvites  after  being  swallowed.  On  the  third  day  in  hospital 
the  child  was  able  to  retain  milk  pudding,  given  slowly  and 
in  small  quantities,  but  after  twenty-four  hours  this  improve- 
ment ceased,  and  the  pudding  began  to  be  returned  almost 
immediately  after  being  swallowed.  Ten  days  later,  on  a 
diet  of  milk  alone,  the  weight  remained  stationary  at 
18  lbs.  4  oz.  Under  chloroform,  bougies  of  various 
materials  and  sizes  were  passed.  All  the  more  rigid 
instruments  were  arrested  at  a  point  7|  inches  from  the 
teeth :  some  of  the  finer  and  more  flexible  appeared  to 
curl  up  when  the  obstruction  was  reached,  but  none 
could  be  felt  to  engage  in  the  stricture.  The  stomach 
was  not  entered. 

On  November  the  4th,  five  days  after  the  passing  of 
bouo'ies,  milk  beg-an  to  be  returned  after  about  half  an  ounce 
had  been  swallowed,  and  the  child  was  losing  weight. 
Nutrient  enemata  every  six  hours,  with  a  daily  washing 
out  of  the  bowel,  were  ordered.  The  third  enema,  given  on 
the  evening  of  November  the  25th,  was  returned,  and  was 
followed  by  the  development  of  an  intussusception  which 
could  be  felt  through  the  abdominal  wall  and  on  rectal 
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examination.  The  intussusception  was  promptly  reduced 
by  Dr.  M.  AVhite^  then  senior  house-surgeon^  by  means  of 
an  olive-oil  injection.  Later  in  the  evening  I  saw  the  case. 
The  oesophageal  obstruction  appeared  to  be  complete,  and 
it  was  obviously  impossible  to  attempt  the  continuance  of 
rectal  feeding.  I  therefore  opened  the  abdomen,  made  an 
examination  to  assure  myself  that  the  intussusception  was 
completely  reduced,  and  performed  a  gastrostomy  after 
Frank's  method.  The  child  was  fed  on  the  operating  table 
and  stood  the  operation  well. 

Six  days  later  (November  the  11th)  there  was  a  gain  in 
weight  of  2  oz.,  the  feeding  being  entirely  through  the 
gastrostomy  opening.  The  stomach  capacity  was  small, 
two  ounces  constituting  an  adecj^uate  feed  ;  with  this  amount 
no  regurgitation  through  the  fistula  occurred. 

The  oesophageal  obstruction  varied  in  degree.  The  child 
was  frequently  tried  with  small  quantities  of  milk  by  the 
mouth  ;  sometimes  a  little  would  be  retained,  but  as  a  rule 
wlien  about  half  an  ounce  had  been  swallowed  it  was  re- 
turned. The  saliva  usually  found  its  way  into  the  stomach, 
but  from  time  to  time  several  ounces  of  mucus  and  saliva, 
always  alkaline  in  reaction,  Avould  be  brought  up.  This 
would  occur  for  a  day  or  two,  and  then  not  be  noted  again 
for  several  Aveeks. 

On  November  the  19th  part  of  a  gastrostomy  feed  which 
had  just  been  given  was  returned  through  the  fistula,  about 
8  ounces  of  mucus  and  saliva  were  vomited  and  another 
intussusception  developed.  This  was  again  immediately 
reduced  by  fluid  injection. 

For  another  month  the  child  lived  on  his  gastrostomy 
feeds,  at  rare  intervals  retaining  a  fcAv  tablespoonfuls  of 
milk  taken  by  the  mouth  and  occasionally  vomiting  mucus 
and  saliva.  On  two  occasions  bougies  were  passed,  under 
chloroform,  l)ut  without  reaching  the  stomach. 

December  the  14th. — The  weight  had  fallen  to  17  lbs.,  a 
loss  of  1  lb.  4  oz.  since  admission  into  hospital.  1  decided 
to  perform  a  gastrotomy  and  attempt  to  reach,  and  if 
possible  pass  instruments  through,  the  stricture  from  below. 
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It  seemed  ])robal)lo  tluit  the  obstruction  Mcnild  be  more 
accessible  by  this  route  than  from  a  cervical  oesophagotomy. 

The  stomach  was  opened  to  the  left  of  the  o-astrostomy 
fistula  and  Avithout  interfering  with  it,  the  finger  was  in- 
troduced, and  the  cardiac  orifice  gradually  dilated.  'J'he 
obstruction  could  not  be  reached  by  the  finger,  but  a  fine 
bougie  passed  along  its  side  was  arrested  half  an  inch  beyond 
the  tip  of  the  finger.  Attempts  to  pass  fine  curved  forceps, 
bougies,  catheters,  etc.,  through  the  stricture  from  below 
all  failed,  and  the  opening  in  the  stomach  had  to  be  stitched 
up  without  an}'  advantage  having  been  gained.  The  child 
was  none  the  worse  for  the  operation ;  in  fact,  a  fortnight 
later  (December  the  28th)  he  had  gained  8  oz.  in  weight. 

Early  in  January,  1904,  the  boy  developed  bronchitis, 
and  subsequently  broncho-pneumonia,  and  the  general  con- 
dition became  very  grave.  Nutrient  enemata  were  ag-ain 
tried,  and  Avere  retained.  The  weight  fell  to  14  lbs.  12  oz. 
on  February  the  18th. 

From  this  date  slow  improvement  was  noted.  On  April 
the  9th  the  child  swallowed  and  retained  10  teaspoonfuls 
of  milk,  on  the  10th  half  an  ounce,  on  the  11th  three  ounces. 
Gradually  increasing  cjuantities  given  by  the  mouth  Avere 
noAv  retained  until  by  April  the  19th  three  ounces  of  milk 
thickened  Avith  farinaceous  food  Avere  being  giA'en  four- 
hourly.  The  gastrostomy  feeds  and  enemata  Avere  sIoavIv 
diminished  in  number  and  quantity  and  Avere  entirely  giA-en 
up  on  May  the  24th.  An  attempt  Avas  made  to  pass  bougies 
through  the  stricture  on  May  the  10th,  but  AA'ithout  success. 
On  May  the  30th,  1904,  the  child  Avas  sent  to  the  con- 
A'alescent  home,  being  fed  by  the  mouth  only  and  Avith  a 
Aveight  of  17  lbs.  8  oz. 

Ten  days  later  (June  the  10th,  1904)  the  child  Avas  sent 
back  from  the  convalescent  home  on  account  of  his  ha  vino- 
returned  se\'eral  feeds,  but  under  obserA'ation  in  hos]ntal 
up  till  June  the  21st  he  took  fluids  Avell  by  the  mouth.  Then 
tightening  of  the  stricture  appeared  to  occur,  and  gastros- 
tomy feeds  CA'ery  six  hours  had  to  be  giA'en  to  supplv 
sufficient  nourishmeni.    Five  Aveeks  later  (Julv  the  27th)  all 
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moutli  feeds  were  returned  and  direct  stomach  and  rectal 
feeding-  had  to  be  resorted  to.  In  spite  of  numerous  altera- 
tions in  the  nature  of  the  food  thus  supplied,  a  steady 
diminution  in  weight  took  place,  and  it  had  fallen  to 
14  lbs.  9  oz.  on  October  the  18th,  when  the  child  developed 
measles  and  was  sent  to  the  workhouse  infirmary.    ■ 

For  about  six  weeks  the  boy  was  in  that  institution,  and 
was  then  sent  home.  I  did  not  see  him  again  for  a  period 
of  over  five  months  (April,  1905),  when  he  was  again  taken 
to  the  Out-Patient  Department  of  the  Children's  Infirmary. 
While  at  home  nothing  given  by  the  mouth  had  been 
i-etained.  The  child  was  extremely  emaciated;  he  weighed 
12  lbs.  10|-  oz.,  and  was  being  fed  entirely  through  the 
gastrostomy  opening.  For  about  a  month  there  had  been 
some  leakage  of  gastric  juice,  giving  rise  to  eczema;  but 
before  that  the  valve-like  nature  of  the  opening  had 
effectually  prevented  any  escape  of  stomach  secretion. 

Three  weeks  later,  i.  e.  fifteen  months  after  I  first  saw 
the  child,  I  heard  that  he  was  dead,  and  obtained  permission 
for  a  post-mortem  examination. 

The  oesophagus,  trachea,  thoracic  viscera,  diaphragm, 
liver,  and  stomach  were  removed  together..  There  was  no 
evidence  of  mediastinal  inflammation.  The  oesophagus  was 
easily  separated  from  the  trachea,  left  bronchus,  and  aorta. 
The  specimen  shows  a  marked  diminution  in  the  size  of  the 
oesophagus  at  a  point  one  inch  above  the  diaphragm.  The 
constriction  is  short  and  sudden.  The  oesophagus  above 
it  is  larger  and  thicker  walled  than  it  is  below,  but  no 
pouching  of  the  tube  above  the  stricture  is  present.  The 
oesophagus  has  been  opened  along  its  posterior  aspect, 
leaving  the  stricture  intact.  The  lumen  of  the  constricted 
portion  is  very  nai'row;  it  just  allows  the  passage  of  a 
small  probe.  The  internal  longitudinal  measurement  of 
the  stricture  is  a  quarter  of  an  inch.  No  other  abnormality 
of  the  alimentary  canal  was  present. 

This    case    of    congenital    stricture    of   the    oesophagus* 

*  Vide  Editorial, "  Congenital  Stricture  or  Occliision  of  the  (Esophagus," 
'  British  Joiirnal  of  Children's  Diseases,'  August,  1904,  p.  364. 
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closely  resembles  two  others  recently  reported — one  wliicli 
was  connnniiieated  by  Dr.  Bei'tram  Eogers  to  this  Society 
at  the  meeting  held  at  Bristol  in  June,  1904,  and  published 
in  the  'Bi-itish  Journal  of  Children's  Diseases'  in  Septendjer, 
in()4  ;  the  other  published  in  the  'Lancet/  January  the  7th, 
lUUo,  by  Dr.  Whipham  and  Mr.  Fagge. 

In  all  three  cases  the  position  of  the  stricture  has  been 
the  same,  viz.  in  the  lower  third  of  the  oesophagus  between 
the  cardiac  orifice  and  the  point  of  crossing  of  the  left 
bronchus.  In  none  of  these  cases  have  the  symptoms 
appeared  before  the  twelfth  month. 

In  the  present  case  the  stenosis  would  seem  to  have 
developed  more  rapidly  than  in  those  previously  reported, 
as  three  weeks  after  the  onset  of  symptoms  no  instrument 
could  be  passed  into  the  stomach,  and  a  fortnight  later 
complete  obstruction  to  tliiids  occurred.  The  varying  degree 
of  the  obstruction  is  also  a  notable  feature. 

Regarding  the  treatment  of  impermeable  congenital 
stricture  of  the  oesophagiis,  it  is  evident  that  life  may  be 
prolonged — if,  indeed,  that  be  desirable — by  means  of  a 
gastrostomy,  and  that  this  is  not  necessarily  followed  by 
a  leakage  of  gastric  juice  and  skin-irritation.  During 
the  course  of  this  case  I  considered  the  advisability  of 
attempting  to  reach  the  lower  part  of  the  oesophagus 
through  the  mediastinum,  but  the  general  condition  of 
the  child  never  warranted  such  an  operation.  From  an 
examination  of  the  specimen  obtained  post  mortem  it  does 
not  appear  likely  that  dilatation  of  the  stricture,  or  a 
plastic  operation  for  its  relief,  would  have  been  possible 
by  such  a  procedure. 

No  adequate  explanation  is  as  yet  forthcoming  to  explain 
the  formation  of  congenital  stricture  of  the  lower  portion  of 
the  oesophagus.  {Exhibited  April  the  14th,  1905.) 

Discussion. 

The  Chairman  (Mr.  R.  C.  Lucas)  regretted  that  the  Society 
had  not  a  museum  into  Avliich  such  interesting  specimens  could 
be  placed.     The  Society  was  looking  forward  to  having  a  place 
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of  its  owu,  with  library  and  museum,  aud  when   that  time  came 
the  museum  would  he  an  intei'estino-  feature. 

Dr.  T.  R.  Whipham  remarked  that  the  interesting  case  just 
l)rought  forward  was  a  valuable  addition  to  the  list  of  cases  of 
this  rare  abnormality.  The  case  reported  in  the  '  Lancet '  was 
under  his  (Dr.  Whipham' s)  care  about  a  year  ago,  and  having 
searched  the  literature  at  that  time,  he  found  only  six  previous 
cases  T\»hich  were  at  all  analogous.  These  cases  seemed  to  be 
comparable  in  some  ways  to  those  of  hypertrophic  stenosis  of 
the  pylorus.  The  latter  condition  was  until  recently  more  or 
less  unrecognised,  but  of  late  years  numerous  cases  had  been 
diagnosed  and  operated  upon,  with  a  certain  amount  of  success. 
He  believed  that  in  futui'e  more  cases  of  congenital  stricture  of 
the  oesophagus  would  l)e  brought  before  the  profession.  The 
interest  of  these  cases  lay  first  in  their  origin,  and  secondly  in 
the  method  of  treatment.  Accepting  the  pi-esent  views  concern- 
ing the  development  of  the  upper  part  of  the  alimentary  canal, 
he  could  not  explain  their  origin.  The  strictures  higher  up 
might  be  due  to  excessive  narrowing  of  the  fore-gut  where  it 
contracts  to  form  the  upper  part  of  the  oesophagus,  or  to  a 
failure  in  the  process  of  channelisation  of  the  column  of  hypo- 
l)lastic  cells  from  which  the  cervical  portion  of  the  oesophagus 
is  primitively  derived,  but  whether  that  was  applicable  to 
strictures  lower  clown  in  the  oesophagus  it  was  diflBcult  to  say.  No 
treatment  hitherto  had  proved  of  any  avail.  Dilatation  was 
first  tried  in  his  case  so  as  to  avoid,  if  possible,  subjecting  the 
patient  to  the  effects  of  gastrostomy  throughout  life.  Catheters 
of  different  sizes  w^ere  made  with  a  central  terminal  opening 
through  which  the  bulbous  end  of  a  wire  stylet  projected,  the 
wire  being  long  enough  to  come  well  beyond  the  mouth  when 
the  catheter  was  passed  into  the  stomach.  A  small-sized  catheter 
was  first  passed  through  the  stricture  aud  then  withdrawn,  leaving 
the  stylet  in  situ.  Over  this  larger  catheters  were  successively 
introduced.  The  stricture  was  dilated  up  to  a  No.  11  catheter, 
but  during  the  procedure  the  oesophagus  was,  unfortunately, 
perforated,  with  the  inevitable  result  that  death  occurred. 
Whether  the  results  of  dilatation  were  likely  to  be  permanent 
he  left  it  for  the  surgeons  to  decide. 

Dr.  Edmund  Cautley  thought  there  was  scarcely  justification 
for  comparing  the  condition  with  hypertrophic  stenosis  of  the 
pylorus.  There  did  not  seem  to  him  to  be  any  hypertrophy 
in  the  present  case,  but  merely  a  simple  stricture  of  the  lumen 
of  the  oesophagus.  Was  it  certain  that  a  case  of  that  nature 
was  congenital  ?  Was  it  not  possible  that  such  a  stricture  might 
result  from  slight  local  injury  "r 

Mr.  R.  C.  Dun  (Liverpool),  in  reply,  thought  dilatation  was 
the  best  treatment  if  bougies  could  be  got  through  the  stricture. 
But  in  the  present  case  he  had  failed  after  many  attempts  to 


SILVER  DEPOSIT  IN  CORNEA.  225 

treat  the  strictui'e  from  the  mouth  ;  therefore  lie  was  forced  to 
either  let  the  child  die  from  inanition  or  perform  a  gastrostomy. 
He  supposed  such  a  condition  might  arise  from  some  slight  form 
of  injury  or  irritation  frequently  repeated.  It  seemed  strange 
that  if  these  strictures  low  down  in  the  cesophagvis  had  a 
congenital  origin  the  onset  of  symptoms  should  l3e  so  long- 
delayed.  In  no  case  had  signs  of  obstruction  occurred  before 
the  twelfth  month.  He  did  not  think  anything  was  definitely 
known  as  to  how  the  condition  arose.  The  constant  position  of 
the  stricture  in  the  few  reported  cases  fayoured  the  theory  of 
congenital  origin. 


76.  SILVEE   DEPOSIT   IN   CORNEA. 
By   SYDNEY   STEPHENSON,  CM. 

Nora  R — ,  aged  4  years.  First  attendance  North- 
Eastern  Hospital  for  Children,  May  the  5th,   1904. 

Child  brought  to  hospital  with  considerable  photophobia  of 
left  eye;  found  to  be  due  (after  ethyl  chloride  had  been  given) 
to  a  fascicular  keratitis  involving  the  upper  outer  quadrant 
of  the  cornea.  The  clinical  picture  was  the  usual  one,  viz., 
a  small,  greyish,  raised  crescent  lying  in  the  substance  of 
the  cornea,  with  a  leash  of  red  vessels  running  to  it  from 
the  nearest  point  of  the  limbus.  No  eczema  and  no  phthisis 
said  to  be  present  on  either  side  of  the  famih'.  The  child 
was  thin  and  white. 

The  condition  showed  no  signs  of  improvement  under  the 
common  remedies,  as  yellow  ointment,  with  and  without 
atropine,  atropine  drops,  and  syrup  of  the  i^l^osphate  of 
iron.  Accordingly,  on  November  the  3rd,  1904,  under 
ethyl  chloride,  the  ulcer  was  touched  with  solid  silver 
nitrate.  An  ointment  of  argyrol  (gr.  v),  atropine  (gr.  j), 
and  vaseline  (5ij)  was  prescribed  for  home  use  three 
times  a  day.  On  November  the  17th  the  condition  of  the 
eye  was  as  follows  :  No  redness.  A  dense  greyish- white 
deposit,  probably  of  silver  chloride  or  albuminate,  is  present 
in  the  site  cauterised  a  fortnight  ago.     The  eye  remained 
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free  from  irritation,  and  the  last  note  on  tlie  condition,  made 
December  tlie  1st,  1904,  was  as  nnder — "Left  eye  :  Lying  in 
the  npper,  enter  qnadrant  of  the  cornea  is  a  patch,  5  mm.  by 
3  mm.,  of  roughly  quadrangular  shape.  It  is  very  slightly 
raised,  and  surrounded  by  a  narrow  zone  of  opacity.  No 
redness  of  the  eye. 

{Exhibited  May  the  6th,  1905.) 

Discussion. 

Mr.  Ernest  Clarl<e  thought  the  author  was  unfair  to  himself 
in  stating  that  the  result  obtained  was  due  to  his  own  fault, 
because  for  many  years  the  use  of  solid  nitrate  of  silver  had  been 
one  of  the  recognised  methods  of  treatment  in  such  cases.  The 
case  was  interesting  as  showing  what  might  happen,  and  because 
it  warned  practitioners  against  the  use  of  solid  nitrate  of  silver. 


77.  CASES    OF    COMBINED    AOETIC    AND    MITEAL 
DISEASE. 

By   F.   J.    POYNTON,   M.D. 

Case  1. — E.  C — ,  male,  aged  13  years.  Four  attacks  of 
rheumatic  fever.  Each  attack  began  with  arthritis  and 
sweating. 

Under  observation  first  in  July,  1901.  At  that  date 
there  was  definite  aortic  and  mitral  disease,  and  he  passed 
through  his  third  attack  of  rheumatic  fever.  Through  the 
latter  half  of  1901,  during  1902,  1903,  and  1904,  was  under 
observation  and  escaped  any  further  attack  until  October, 
1904 ;  since  then  another  attack,  making  the  fourth. 

This  case  illustrates  the  combined  lesion  and  the  pallor, 
and  also  the  gradual  shifting  of  the  aortic  murmur  from 
the  left  toward  the  right  of  the  sternum.  At  8  years  of 
age  the  diastolic  murmur  was  audible  almost  entirely  to 
the  left  of  the  sternum,  now  it  is  plainly  audible  down  the 
rio'ht  maro'in  of  the  sternum.     The  case  also  illustrates  that 
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the  great  danger  in  tliis  condition  is  another  attack  of 
rheumatism,  and  not  a  mechanical  failure  of  compensation. 
Even  at  liis  hest  the  boy  has  been  too  nervous  to  attend 
school. 

Case  2.  — S.  F — ,  aged  7  years.  The  parents  are  foreign 
and  the  history  of  the  illness  imperfect.  Apparently  the 
child  has  suffered  from  chorea  off-and-on  for  two  years, 
and  there  is  a  vague  history  of  heart-disease  of  some 
duration.     First  under  observation  in  October,   1904. 

Then  there  was  great  cardiac  dilatation,  a  Avell-marked 
aortic  diastolic  murmur,  audible  loudest  in  the  second  left 
intercostal  space,  and  well-marked  mitral  disease.  The 
child  improved  greatly  under  treatment,  and  gradually  the 
aortic  murmur  disappeared,  and  in  January,  1905,  could 
not  be  detected.  There  is  now  a  well-marked  double  mitral 
lesion,  but  although  the  aortic  second  sound  is  faint,  no 
definite  aortic  murmur  can  be  heard,  unless  perhaps  in  the 
third  left  intercostal  space. 

This  case  illustrates  the  gradual  disappearance  of  an 
aortic  murnmr. 

Case  3. — J.  N — ^aged  11  years.  Three  years  ago  chorea. 
August,  1904 — Sore  throat,  followed  by  rheumatic  fever 
and  heart-disease.  Under  observation  since  February, 
1905,  then  active  carditis  and  nodules.  The  double 
lesion  is  exceedingly  well  marked,  and  the  heart  quite 
remarkable  for  its  enormous  size.  Special  features:  (1) 
the  remarkably  good  colour  of  the  face ;  (2)  the  extensive 
valvtilar  lesions;    (o)  the  enormous  heart. 

The  nodules  have  disappeared.  The  pericardium  is  pro- 
bably adherent. 

Case  4. — AV.  P — ,  aged  7  years.  Good  health  until 
November,  1904,  then  a  very  severe  attack  of  rheumatic 
fever,  Avith  vomiting  and  al)duminal  pains,  pericarditis,  endo- 
carditis, and  chorea.  Slow  recovery  and  definite  evidence 
of  aortic  and  mitral  endocarditis.     Since  April  there  has 
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been  great  improvement  with  quinine  and  citrate  of  iron. 
The  boy  is  stronger,  less  antemic,  and  much  brighter. 
The  aortic  murmur  has  been  slowly  disappearing,  and  now, 
although  the  aortic  second  sound  is  faint,  a  diastolic  murmur 
can  scarcely  be  detected  even  when  the  room  is  quiet.  The 
pericardium  is  probably  adherent.  Features  of  this  case  : 
Marked  improvement  and  coincident  disappearance  of  the 
aortic  murmur. 

Case  5. — W.  E — ,  aged  14  years.  Severe  attack  of 
rheumatic  fever  at  11  years,  lasting  from  November, 
1902,  to  February,  1903.  Symptoms — Tonsillitis,  arthritis, 
nodules,  aortic  and  mitral  endocarditis,  pericarditis ;  much 
cardiac  dilatation.  Under  observation  since  that  date.  No 
further  definite  attack  of  acute  rheumatism. 

This  case  illustrates  the  combined  lesion,  which  is  com- 
pensated, although  the  aortic  lesion  is  severe.  The  anaemia 
is  marked,  and  all  the  aortic  symptoms  are  quite  definite. 
There  is  probably  an  adherent  pericardium. 

This  boy  goes  to  school  and  gets  about  well. 

Since  he  has  been  under  observation  the  two  chief  features 
have  been:  (1)  the  alteration  of  the  mitral  systolic  murmur 
from  a  soft  blowing  bruit  to  a  shrieking  bruit;  (2)  an 
increase  in  the  calibre  of  the  pulse  and  a  more  distinct 
"  water-hammer  "  character. 

{Exhibited  May  the  5th,  1905.) 

Discussion. 

Dr.  Theodore  Fisher  inquired  what  form  of  aortic  disease 
was  present  in  the  cases  which  recovered.  In  some  cases  it  was 
possible  to  mistake  a  very  harsh  pulmonary  systolic  murmur  for 
an  aortic  one.  He  remembered  seeing  a  case  with  an  extremely 
good  doctor  who  thought  aortic  stenosis  was  present,  his  own 
opinion  being  that  it  was  a  pulmonary  murmur,  and  the  subse- 
quent post  mortem  proved  that  his  view  was  the  correct  one. 
Did  Dr.  Poynton  think  it  was  possible  in  those  cases  in  which 
the  aortic  disease  disappeared  that  that  condition  might  have 
been  present  ?  He  thought  all  present  would  agree  with 
Dr.  Poynton's  remarks  on  adherent  pericardium.  The  important 
point  in  children's  cases  is  the  great  enlargement  of  the  heart 
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which  is  the  rule  in  such  cases.  In  nineteen  cases  out  of  twenty 
there  was  ^j^reat  enlargement  where  adherent  pericardium  due  to 
rheumatism  was  present. 

Dr.  C.  W.  Chapman  thought  an  important  point  in  the 
prognosis  was  a  large,  strong  heart,  coupled  with  retention  of 
the  cai'diac  sounds. 

Dr.  Q.  A.  Sutherland  said  that  some  years  ago  he  would 
have  said  that  an  aortic  diastolic  murmur  was  a  rare  lesion  in  a 
child,  bvit  within  the  last  seven  or  eight  years  he  had  met  a  gi*eat 
many  more  such  cases  than  previously.  He  was  surprised  to 
hear  that  Dr.  Poynton  had  met  with  so  many  cases,  because  he 
did  not  think  aortic  disease  could  be  regaixled  as  a  very  common 
lesion,  more  especially  as  regards  the  cases  of  regurgitation.  He 
had  never  seen  an  autopsy  in  a  fatal  case.  The  fact  of  the  lesion 
not  being  recognised  during  life  would  explain  what  he  had  said 
about  the  rarity  of  the  cases,  because  possibly  a  number  of  them 
were  overlooked,  or,  at  any  rate,  the  murmur  was  not  easily 
heard.  It  seemed  to  him  that  if  there  was  one  clear  distinctive 
murmur  in  connection  with  the  heart,  it  was  an  aortic  regurgitant 
murmur,  both  in  adult  life  and  in  childhood.  In  going  over  his 
cases  in  the  past  few  years  he  had  never  had  any  hesitation  in 
diagnosing  an  aortic  regurgitant  murmur  from  its  peculiar 
character.  Dr.  Poynton  had  stated  that  the  aortic  lesion  dis- 
appeared occasionally.  Did  he  mean  that  the  aortic  regurgitation 
murmur  disappeared  ?  Because  he  would  say  that  was  an  unusual 
occurrence.  After  watching  the  cases  for  years,  he  had  never 
seen  one  of  them  disappear,  although  at  times  there  had  been  a 
temporary  obscuration  of  the  murmur.  Dr.  Poynton  also  said 
that  a  primary  aortic  disease  by  itself  was  rare.  If  all  cases 
were  followed  up  to  the  post  mortem,  one  might  be  able  to  say 
that  dogmatically,  but  he  thought  he  had  seen  a  considerable 
number  of  primary  aortic  cases  in  which  there  was  no  evidence 
of  there  being  a  lesion  about  the  mitral  valve.  In  regard  to  the 
clinical  phenomena,  he  would  like  to  ask  Dr.  Poynton  if  he  had 
found  as  a  rule  that  there  was  a  well-marked  spot  at  which  the 
aortic  diastolic  bruit  was  best  heard,  namely,  the  third  left  inter- 
costal space,  close  to  the  sternum.  He  thought  the  striking 
thing  about  aortic  diastolic  murmurs  was  how  extremely  well 
heard  they  were  on  the  left  side  of  the  sternum ;  in  fact,  the  part 
where  they  were  not  well  heard  was  over  the  so-called  aortic  area. 

Dr.  F.  J.  Poynton,  in  reply,  said  that  in  each  case  there  was 
an  aortic  regurgitant  murmur  and  not  a  stenotic  murmur.  In 
considering  the  post  mortems  of  such  cases  this  disappearance 
of  a  murmur  was  quite  conceivable,  because  one  sometimes  iinex- 
pectedly  found  at  the  examination  the  very  slightest  beading 
upon  the  aortic  valve,  although  there  had  been  no  detectable 
sounds  during  life.  It  was  also  sometimes  foimd  at  post 
mortems  that  the  aortic  valve  was  onlv  so  slightly  thickened 
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that  it  was  hardly  likely  to  cause  any  aortic  murmur.  He 
thought  what  happened  was  that  at  first  there  had  been  sufficient 
beading  to  interfere  with  the  action  of  the  valve  and  give  rise 
to  regurgitant  murmurs,  and  then,  as  it  softened  down  and 
disappeared,  a  slightly  thickened  valve  remained,  giving  no 
murmur.  He  had  not  been  al^le  to  detect  a  murmur  lately  in 
the  case  he  mentioned,  although  the  patient  used  to  have  a  well- 
marked  one.  He  felt  convinced  that  slight  aortic  regiu'gita- 
tion  did  disappear  in  children  as  did  slight  mitral  regurgitation. 
The  prognosis  was  exceedingly  l>ad,  because  with  poor  children 
it  was  impossible  to  protect  them  from  fresh  rheumatism.  In 
the  present  state  of  knowledge  on  the  siibject  it  was  impossible 
to  protect  even  the  rich,  and  he  was  afraid  the  patient  would  not 
grow  \ip  to  be  12  years  of  age.  He  agreed  with  Dr.  Sutherland 
that  the  miirmur  was  generally  best  heard  to  the  left  of  the 
sternum.  In  the  two  boys  between  13  and  14  years  he  had 
noted  that  the  murmur  had  gradually  shifted,  as  they  grew  up, 
from  the  left  side  across  to  the  right — he  supposed  with  the 
alteration  in  the  position  of  the  heart.  The  little  boy,  on  the 
other  hand,  still  had  a  well-marked  murmur  on  the  left  side. 
He  believed  the  mitral  valve  was  almost  invariably  found 
damaged  in  the  rheumatism  of  childhood  when  this  was  at  all 
severe,  and  he  could  not  bring  himself  to  believe  there  was 
simple  dilatation  of  the  mitral  valve  in  any  of  these  cases,  with 
A^ery  rare  exceptions.  In  no  post  mortem  on  rheumatic  children 
where  aortic  disease  was  existent  had  he  ever  seen  the  mitral 
A^alve  not  also  damaged  bv  actual  disease. 


78.  A  CASE  OF  GENEEALISED  ALOPECLl. 

By  GEOEGE  PEENET. 

Me.  Geoege  Peexet  showed  a  case  of  generalised  aloi^ecia 
in  a  boy^  aged  8  years,  who  had  first  come  under  observation 
about  a  year  previously  for  bald  patches  (alopecia  areata). 
The  scalp  was  completely  bald,  and  some  attempt  at  growth 
had  ended  in  shedding  of  the  lanugo  formation.  The  eye- 
brows and  lashes  had  also  been  involved,  but  here  there 
was  improvement.  The  boy  further  exhibited  the  Mongo- 
lian (or  at  any  rate  Mongoloid)  type  of  idiocy,  with  high 
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arch  to  palate,  some  uncertainty  of  gait,  lateral  nystagmus, 
and  no  doubt  adenoids,  judging  from  tlie  open-mouthed 
aspect.  There  was  no  necessary  connection  between  this 
general  condition  and  the  alopecia. 

{Exhibited  May  the  oth,   1905.) 

Discussion. 

The  Chairman  (Dr.  George  Carpenter)  said  a  similar  case 
had  been  exliibited  by  Dr.  Griinbaum  at  a  previous  meeting  of 
the  Society.  Siuce  then  a  boy,  about  10  or  11  years  of  age, 
whose  scalp  was  completely  bald  and  shiuy,  had  come  imder  his 
care  at  the  North-Easteru  Hospital.  He  asked  what  treatment 
Mr.  Peruet  proposed  to  adopt,  and  whether  cutaneous  stimidauts 
or  drugs  taken  internally,  or  a  combination  of  the  two,  proved 
beneficial  in  such  a  distressing  condition. 

Mr.  Sydney  Stephenson  inquired  whether  alopecia  affected 
the  eyelashes.     He  remembered  seeing  one  case  of  the  kind. 

Mr.  Henry  Skelding-  (Bedford)  asked  whether  Mr.  Pernet 
had  used  the  X  rays  in  such  cases. 

Mr.  Ernest  Clarke  had  seen  a  full  growth  of  hair  after 
several  applications  of  the  high-frequency  current,  the  patient 
having  been  previously  l>ald  for  years. 

Mr.  George  Pernet,  in  reply  to  the  questions  which  had 
been  put  to  him,  stated  that  in  generalised  alopecia  it  was  not 
uncommon  to  find  more  or  less  loss  of  the  eyelashes.  As  to 
tlie  X  rays,  a  priori,  not  much  was  to  be  expected  from  their 
application,  seeing  they  were  employed  to  remove  hair.  Mr. 
Pernet  had  not  seen  any  result  from  high-frequency  currents, 
although  they  -might  have  given  some  result  in  the  case  men- 
tioned. Stimulation  and  perseverance  were  the  key-note  of 
treatment. 


79.  A  CASE   OF  DOUBLE   COLOBOMA   OF   THE    lEIS. 
By  ERNEST  CLAEKE,  M.D. 

Mr.  Ernest  Clarke  showed  a  girl,  aged  6  years,  with 
coloboma  of  the  iris,  down  and  out,  in  each  eye,  associated 
with  nystagmus.     There  Avas  no  other  congenital  defect. 

{Exhibited  May  the  5th,  1905.) 
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80.  BILATEEAL    PERIOSTITIS    OF    THE    EEMOEA, 
PROBABLY    SYPHILITIC. 

By   EDMUND    CAUTLEY,   M.D. 

Lilian  L — ,  aged  12  months,  came  under  observation 
two  months  previously  for  swelling  of  the  lower  half  of  the 
thigh  and  the  knee  on  both  sides.  The  right  side  had  been 
affected  for  a  month  and  the  left  for  two  weeks.  She  was 
the  first  child,  born  at  full-time,  of  a  tuberculous  mother, 
and  had  been  brought  up  on  cow's  milk  and  water  for  a 
month,  and  since  then  on  Alison's  food.  She  was  small  and 
wasted,  weighing  10  lbs.  4  oz.,  anaemic,  rachitic,  and  seemed 
ill.  The  two  lower  central  incisor  teeth  were  cut  and  the 
gums  showed  no  discoloration.  Her  temperature  was 
103°  F.  The  right  knee  was  much  swollen  and  the  lower  half 
of  the  femur  was  much  thickened ;  the  left  was  similarly 
affected  to  a  less  extent.  There  were  considerable  tender- 
ness and  pain  on  movement.  Four  days  later  the  swelling 
on  the  right  side  was  less,  but  that  on  the  left  had  increased. 
Next  day  an  incision  was  made  down  to  the  bone  on  the 
left  side,  a  little  above  the  knee,  but  no  pus  was  found, 
only  a  little  serum  and  blood  coming  away.  After  this 
the  swelling  gradually  subsided  and  the  temperature 
reached  normal  in  two  days.  The  progress  was  subsequently 
steadily  favourable  and  uneventful,  and  the  child  was 
discharged  four  weeks  after  admission  into  hospital,  having 
gained  26  oz.  in  weight,  of  a  much  better  colour,  and  with 
merely  thickening  of  the  bones,  which  was  still  present. 
She  had  been  given  grey  powder  three  times  a  day,  and  fed 
on  milk,  barley-water,  Benger's  food,  and  orange-juice. 

The  diagnosis  of  the  affection  was  difficult.  In  favour  of 
scurvy  were  the  angemia,the  history  of  a  diet  peculiarly  likely 
to  induce  scurvy,  and  the  rapid  recovery.  Against  it  were 
the  absence  of  any  affection  of  the  gums  and  the  bilateral 
character  of  the  swelling.  Neither  the  pain  nor  tender- 
ness Avere  nearly  so  severe  as  is  usual  in  infantile  scurvy. 
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Acute  osteomyelitis  could  be  excluded,  but  the  possibility  of 
a  mild  form  of  osteomyelitis  had  to  be  considered.  On  the 
whole  the  affection  was  probably  syphilitic,  and  an  epiphysitis 
as  well  as  periostitis.  He  based  the  diagnosis  mainly  on  the 
synnuetry,  the  course,  and  the  absence  of  any  other  cause 
likely  to  produce  a  bilateral  alfection  of  this  nature.  The 
child  shoAved  no  other  indications  of  congenital  syphilis,  but 
the  mother  had  had  one  miscarriage. 

[Exhibited  May  the  oth,  1905.) 

Discussion. 

Mr.  Henry  Skelding  (Bedford)  referred  to  a  case  of  a 
much  older  child,  a  boy,  who  had  just  been  discharged  from 
the  hospital.  He  laad  been  attending  the  Out-Patieut  Depart- 
ment with  a  thickening  of  the  bones  of  the  right  forearm 
Avhicli  was  very  painful  and  tender  to  the  touch,  without  any 
improvement.  The  left  forearm  then  became  affected,  and  he 
was  admitted  into  the  hospital.  Skiagraphs  were  taken  of 
both  forearms,  and  the  right,  which  was  first  affected,  showed 
thickening  of  the  shaft  of  both  bones.  The  left,  although  very 
painful,  appeared  quite  normal,  probably  becavise  calcium  salts 
had  not  formed.  With  rest  and  arsenic  the  boy  got  completely 
well,  although  the  thickening  of  both  bones  remained ;  the  pain 
entirely  ceased,  and  he  was  able  to  use  both  arms.  There  was 
no  history  of  specific  disease,  and  he  was  unable  to  say  what  the 
origin  of  the  tx'ouble  was,  but  it  was  marvellous  how  quickly 
the  pain  disappeared  after  the  administration  of  arsenic.  In  the 
Out-Patient  Department  he  was  given  cod-liver  oil  and  iron,  but 
with  Httle  or  no  effect.  One  or  tAvo  tender  places  on  the  long 
bones  also  quickly  disappeared.  It  was  interesting  in  such  cases 
to  take  a  skiagram.  In  the  case  he  had  mentioned  the  complete 
periostitis  of  the  shaft  was  readily  seen,  and  the  joints  were  not 
affected. 

Dr.  F.  J.  Poynton  said  it  Avas  exceedingly  difiicidt  some- 
times to  diagnose  these  tender  swellings.  Not  long  ago  he  had 
the  misfortime  to  see  a  child  who  had  large  swellings  of  the 
kind  described  in  the  femur,  in  which  a  confident  diagnosis  of 
scurvy  was  made.  Antiscorbutic  treatment  was  prescribed,  and 
persisted  in  for  some  time,  with  no  result.  There  followed  the 
formation  of  large  abscesses,  with  a  considerable  amount  of 
damaged  bone.  There  was  no  douljt  that  the  child  suffered 
from  an  imfortunate  over-confidence  in  the  diagnosis  of  scurvy. 
Only  in  the  previous  week  he  had  an  exceedingly  puzzling  case 
somewhat  of  the  same  nature  in  a  child  1  year  and  3  months 
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old,  ■which  had  Ijeeu  fed  much  in  the  Avay  deseriljed  by  Dr. 
Cautley.  The  patient  had  a  large  swelling  in  the  femur  and 
pneumonia  in  the  right  lung.  There  was  no  specific  history, 
and  no  other  signs  of  scurvy.  AVhether  this  Avas  a  case  of  acute 
periostitis  or  sciu'vy,  or  what  it  was,  he  was  not  prepared  to 
say ;  it  was  exceedingly  difficult  to  diagnose,  and  he  personally 
thought  it  might  he  a  pneumococcal  periostitis. 

Dr.  Q.  A.  Sutherland  thought  Dr.  Cautley  had  dismissed 
the  idea  of  scurvy  very  easily,  without  giving  sujSicient  evidence, 
and  accepted  the  diagnosis  of  syphilis  without  giving  good 
grounds  for  the  diagnosis.  Such  cases  were  extremely  puzzling. 
At  a  children's  hospital  they  were  accustomed  to  seeing  the  three 
varieties  of  periostitis,  namely  the  syphilitic,  the  scorbutic,  and 
the  acute  septic.  In  the  case  under  discussion  Dr.  Cautley  found 
a  certain  degree  of  pyrexia.  That  was  not  very  common  in 
scurvy,  but  it  was  not  unknown.  Dr.  Cautley  gave  an  excellent 
history  of  the  diet  which  would  tend  to  induce  scurvy,  and  also 
showed  that  the  acute  condition  of  the  patient  and  the  swellings 
in  the  femora  subsided  rapidly,  presumably  on  account  of  the 
treatment  in  the  hospital,  which  might  be  described  as  anti- 
scorbutic. On  the  other  hand,  in  regard  to  syphilis.  Dr.  Cautley 
had  produced  no  evidence  whatever  in  the  family  history,  or  in 
the  child's  previous  or  present  condition  apart  from  the  swelling. 
He  might  point  out  also  that  syphilitic  epiphysitis  at  such  an 
age  was  extremely  rare.  One  saw  a  great  number  of  such  cases, 
but  99  per  cent,  of  them  occurred  during.the  first  six  months  of 
life,  whereas  in  his  opinion  the  child  Avas  too  young  for  the  later 
condition  of  syphilitic  periostitis.  He  did  not  dispute  the 
diagnosis,  but  he  asked  Dr.  Cautley  not  to  lightly  dismiss  the 
possibility  of  its  being  scurvy. 

The  Chairman  (Dr.  George  Carpenter)  said  there  was  no 
doubt  that  swellings  about  the  long-bones  in  children  were  some- 
times exceedingly  difiicult  to  diagnose  correctly.  He  called  to 
mind  the  case  of' a  child  10  months  old,  who  was  very  anaemic 
and  rickety  and  had  a  painful  swelling  about  the  right  femur 
Avhich  he  thought  to  be  a  case  of  scurvy.  The  child  was  treated 
antiscorbuticaily,  but  withovit  result.  An  X-ray  examination 
and  a  skiagram  subsequently  showed  that  there  was  consideral^le 
swelling  of  the  j)eriosteum  of  the  femur,  starting  from  the 
epiphysis  and  going  halfway  up  the  shaft  of  the  bone.  It 
remained  quiescent  for  some  time,  but  then  gradually  enlarged 
and  finally  suppurated.  It  was  operated  upon,  and  with  a 
beneficial  result.  On  the  other  hand,  he  had  seen  cases  of  iin- 
doubted  scorbutic  periostitis  which  had  been  operated  upon  by 
surgeons  under  the  impression  that  they  were  suppurative. 
Neither  extreme  pain  nor  scorbutic  gingivitis  were  absolutely 
essential  to  the  diagnosis  of  infantile  scurvy.  He  thought 
hsematuria  was  a  valuable  siy;n  of  the  condition — not  necessarily 
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hsematuria  in  qiiautity,  but  the  presence  of  red  1)1oolI  corpuscles 
in  tlie  urine  in  small  quantities  requiring  the  centrifuge  for  their 
detection.  He  had  found  this  mode  of  examination  of  use  in 
difiicult  cases.  Whether  the  recovery  of  Dr.  Cautley's  case  was 
attributable  to  the  grey  powders  or  to  the  antiscorbutic  dietary 
it  was  impossible  to  say.  The  combination  Avas  unfortunate  in 
some  respects.  Dr.  Sutherland  had  called  attention  to  the  fact  that 
it  was  unusual  to  diagnose  syphilitic  epiphysitis  at  that  age.  He 
(Dr.  Carpenter)  had  seen  and  recorclecT  cases  of  syphilitic  epi- 
physitis in  such  children,  and  he  did  not  think  its  age  put 
syphilis  out  of  the  question.  The  involvement  of  the  epiphyses 
and  the  extension  of  the  swellings  up  the  shafts  of  the  bones 
were,  he  thought,  in  favour  of  the  diagnosis  of  syphilis  )-ather 
than  of  scurvy,  which  did  not  select  the  epiphyses  for  attack. 

Dr.  Edmund  Cautley,  in  reply  to  Dr.  Sutherland,  thought 
it  was  extremely  rash  to  diagnose  scurvy  because  a  child  got 
better  on  an  antiscorbutic  diet.  In  his  own  case,  although  the 
original  diet  was  one  on  which  scurvy  was  likely  to  be  produced, 
there  was  absolutely  no  evidence  of  scurvy  apart  from  the  condi- 
tion of  the  limbs.  He  had  never  yet  seen  scurvy  sufficiently 
severe  to  produce  swelling  to  the  extent  described,  even  in  one 
limb,  without  some  definite  discoloration  of  the  gums  when  the 
teeth  were  present.  In  his  case,  although  there  was  considerable 
ansemia,  the  gums  were  not  in  the  least  discoloured.  If  Dr. 
Sutherland  had  seen  the  patient  at  the  time,  lie  thought  he  would 
have  admitted  there  was  no  evidence  of  scurvy.  It  was  a  very 
just  criticism  to  say  there  was  little  evidence  of  syphilis,  but  they 
all  knew  how  difficult  it  was  to  obtain  such  evidence.  It  was  by 
no  means  certain  that  the  case  was  syphilitic.  During  the 
examination  of  the  patient  it  had  been  pointed  out  to  him  that 
a  rash  on  the  buttocks  was  probably  specific,  but  he  did  not 
think  that  was  so.  The  grounds  on  which  he  laid  the  most  stress 
of  its  being  specific  were  first  of  all  its  chronic  nature,  secondly 
its  symmetry,  and  thirdly  that  it  had  got  well.  Acute  osteo- 
myelitis could  be  excluded  by  the  residt  of  the  incision,  in  the 
same  manner  that  scurvy  could  be  excluded,  but  he  did  not 
think  one  could  definitely  exclude  a  mild  form  of  osteomyelitis, 
due  to  some  micro-organism,  analogous  in  that  respect  to  the 
case  Dr.  Poynton  referred  to,  one  of  periostitis  in  association 
with  pneumonia.  He  thought  it  possible  it  might  have  been  due 
to  a  bilateral  mild  form  of  osteomyelitis,  starting  in  the  epiphysis. 
Against  a  diagnosis  of  that  natiu-e  was  the  fact  that  the  tempera- 
ture subsided  very  quickly  three  or  four  days  after  the  child 
came  into  hospital,  and  remained  down,  and  the  fact  that  the 
disease  was  bilateral,  and  osteomyelitis  was  very  rarely  bilateral. 
One  was,  therefore,  driven  by  a  process  of  exclusion  to  a  diagnosis 
of  syphilis. 
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81.   A    CASE   OF    MUSCULAR    ATEOPHY,    PEOBABLY 
OF   THE   SO-CALLED   "  PERONEAL   TYPE" 

By   F.    PAEKES   WEBEE,   M.D. 

The  patient,  Ethel  B — ,  aged  11  years,  was  admitted 
under  my  care  at  the  German  Hospital  on  April  the 
26th,  1905,  because  of  muscular  wasting  in  the  left  leg 
and  right  hand.  On  examination  of  the  left  lower  extre- 
mity there  is  found  to  be  considerable  atrophy  of  the 
peronei  and  of  the  whole  calf  and,  to  a  much  lesser  degree, 
of  the  thigh  muscles.  The  circumference  of  the  left  thigh, 
5  inches  above  the  patella,  is  12^  inches,  that  of  the  right 
thigh  13  inches.  The  circumference  of  the  left  leg*,  4 
inches  below  the  patella,  is  8.^  inches,  that  of  the  right  leg 
91  inches.  The  two  lower  extremities  are  of  exactly  equal 
length,  as  measured  from  great  trochanter  to  external 
malleolus,  showing  that  the  growth  of  the  bones  in  the 
affected  extremity  has  not  as  yet  been  hindered.  There 
is  great  wasting  of  the  muscles  of  the  right  hand,  especially 
of  the  thenar  eminence,  sufficient  to  produce  a  claw-like 
appearance,  and  the  muscles  of  the  right  forearm  are  some- 
what smaller  than  those  of  the  left  forearm.  There  is  a 
certain  amount  of  loss  of  power  associated  with  the  muscular 
atrophy,  and  the  patient  has  felt  a  stiffness  or  difficulty 
of  some  sort  in  using  her  right  hand  for  writing,  but  she 
can  walk  well  and  can  dorsally  flex  her  left  foot  like  her 
right  foot.  There  is  a  slight  degree  of  "  pes  cavus  "  on 
the  left  side,  as  pointed  out  to  me  by  my  friends  Dr. 
ArkAvright  and  Dr.  Cautley,  but  no  pes  equinus  or  equino- 
varus.  The  knee-jerks  are  present,  but  the  jerk  on  the 
left  side  is  less  than  on  the  right.  No  ankle  clonus  can 
be  obtained.  The  plantar  reflex  on  the  right  side  is 
prompt  and  of  the  normal  flexor  type  ;  that  on  the  left 
side  is  sluggLsh  and  obtained  with  difficulty,  but,  when 
obtained,  is  likewise  of  the  flexor  type. 

Sensation. — There  is  slight  impairment  for  all  forms  of 
sensation  (for  touch,  pain,  and  temperature)  over  the  right 
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hand  and  lower  part  of  the  forearm,  especially  on  the  ulnar 
side  of  the  hand,  but  sensation  is  good  higher  up  the  arm 
and  in  the  left  upper  extremity.  There  is  impairment 
for  all  forms  of  sensation  over  the  left  foot  and,  more 
markedly,  over  the  outer  side  of  the  lower  third  of  the 
leg.  Sensation  over  the  left  thigh  and  the  whole  right 
lower  extremity  is  natural,  excepting  in  regard  to  elec- 
tricity, as  mentioned  later  on.  No  spontaneous  pains  are 
now  complained  of. 

Electrical  reactions. — Contraction  to  faradism  is  more 
sluggish  and  obtained  with  much  greater  difficulty  in  the 
muscles  of  the  right  hand  (particularly  the  thenar  emi- 
nence) than  in  those  of  the  left  hand.  In  the  right  thenar 
eminence  the  contraction  to  galvanism  is  very  sluggish  and 
diminished  in  amount,  and  ACC  is  greater  than  KCC  ;  in 
fact,  there  is  a  typical  reaction  of  degeneration  in  these 
muscles.  In  the  thenar  eminence  of  the  left  hand  the 
contraction  to  galvanism  is  brisk,  and  KCC  is  greater  than 
ACC.  Excitability  to  faradism  is  greatly  diminished  in 
the  muscles  of  both  legs,  and  no  contraction  is  obtained 
in  the  muscles  below  the  knees  even  when  the  faradic 
stimulus  is  strong  enough  to  cause  pain.  The  peroneal 
and  calf-muscles  of  the  left  leg  require  a  stronger  galvanic 
current  to  induce  contraction  than  do  those  of  the  right 
leg,  but  KCC  is  greater  than  ACC  in  both  limbs.  Sensa- 
tion to  faradism  is  much  impaired  in  both  legs. 

With  the  exception  of  lessened  irritability  to  faradism, 
which,  as  I  have  already  mentioned,  is  very  marked  in  the 
right  leg,  it  appears  that  the  only  muscles  as  yet  defi- 
nitely affected  in  any  part  of  the  body  are  those  of  the 
left  lower  extremity  and  right  upper  extremity.  There  is 
no  spinal  curvature.  The  facial  and  oculo-motor  muscles 
act  quite  naturally.  There  is  no  muscular  inco-ordination 
to  be  observed  in  the  movement  of  the  limbs.  No  fibrillary 
twitchings  have  been  noticed  anywhere,  neither  have  any 
unnatural  vaso-motor  phenomena.  Ophthalmoscopic  exa- 
mination shows  nothing  abnormal. 

The    general    nutrition    of   the    patient  is   fairly   good. 
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She  is  of  medium  lieig-ht  for  her  'dge,  and  weighs  3  st. 
10  lb.  She  has  slight  chronic  enlargement  of  the  tonsils, 
but  there  is  no  fever  or  any  physical  sign  of  disease  in  the 
thoracic  and  abdominal  viscera.  The  urine,  of  specific 
gravity  1025,  is  clear  and  free  from  albumin  and  sugar. 
The  mental  development  is  quite  satisfactory. 

History. — Her  health  has  genei^ally  been  good.  The 
wasting  in  the  left  leg  seems  first  to  have  been  noticed 
by  her  father,  about  August,  1904,  when  she  complained 
of  some  pain  in  the  left  knee,  which  lasted  about  a  week. 
The  father  was  likewise  first  to  discover  the  wasting  in 
her  right  hand;  this  he  observed  in  December,  190-i, 
when  she  told  him  that  the  hand  felt  stiif  in  writing.  She 
has  had  measles,  but  this  was  as  far  back  as  1901.  No 
family  history  of  a  similar  affection  has  been  obtained. 
She  is  one  of  a  family  of  six  girls  and  a  boy,  all  fairly 
well  grown,  though  two  of  her  sisters  seem  to  have  adenoid 
vegetations  of  the  nasopharynx.  Her  father  and  mother 
are  both  living. 

Remarks. — Syringomyelia  is  unlikely  in  the  present 
case,  for  the  characteristic  sensory  symptom  of  this  disease 
(dissociation  in  impairment  of  sensation)  is  absent,  and 
there  is  no  latei'al  cui'vature  of  the  spine.  Owing  to  the 
insidious  and  pi-actically  painless  onset  and  the  distribution 
of  the  muscular  atrophy,  a  pure  neuritis  is  extremely 
improbable,  and  a  diagnosis  of  anterior  poliomyelitis  would 
not  account  for  the  impairment  of  sensation,  even  were  it 
to  be  allowed  that  chronic  anterior  poliomyelitis  is  probable 
in  childhood.  The  most  probable  view  is  that  the  child, 
thouo'h  the  only  one  affected  in  her  familv,  has  commencing^ 
"  muscular  atrophy  of  the  peroneal  type,"  an  affection  first 
described,  independently  in  the  same  year  (1886),  by 
Charcot  and  Marie  in  France  and  by  H.  H.  Tooth  in 
England.  The  atrophy  is  very  asymmetrical  at  present, 
but  it  may  become  more  symmetrical  if  the  disease  advances 
further. 

"  Muscular  atrophy  of  the  peroneal  type  "  is  b}'  no 
means    so  limited  to   the    jjeroneal   muscles    in    its    eai'ly 
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stages  as  this  name  by  which  the  disease  has  been 
christened  wouki  lead  one  to  suppose.  Neither  is  the 
disease  a  pure  primary  amyotrophy  (muscular  dystrophy), 
as  by  some  it  has  been  supposed  to  be  ;  and  since  both 
neuritis  and  degeneration  of  the  posterior  columns  of  the 
spinal  cord  have  been  found  (by  post-mortem  examination) 
to  be  associated  with  the  muscular  atrophy  in  cases  of 
this  class,  it  is  not  surprising  that  sensory  phenomena 
should  constitute  a  part  of  the  clinical  symptom-complex. 
The  decided  reaction  of  degeneration  to  galvanic  stimula- 
tion of  the  right  thenar  eminence  is  a  noteworthy  feature 
of  the  present  case.  Its  presence,  and  likewise  the  presence 
of  impairment  of  faradic  irritability  in  the  apparently 
unaffected  (that  is,  not  atrophied)  right  leg,  strongly 
su}iport  the  view  that  changes  in  the  nerves  constitute 
early,  if  not  the  earliest,  lesions  of  the  disease  in  question. 
If  the  diagnosis  of  "  peroneal  type  of  muscular  atrophy  " 
be  correct,  there  may  after  all  be  some  connection  between 
the  measles  in  1901  and  the  atrophy  ;  for  in  many  cases 
this  form  of  ati'ophy  has  been  known  to  follow  an  attack 
of  measles  or  some  other  acute  infectious  disease.  The 
attention  of  the  parents  was  not  directed  to  the  wasting 
till  the  child  chanced  to  complain  of  a  j^ain  in  the  knee 
in  1904,  but  in  realit}^  the  wasting  may  have  commenced 
much  earlier.  I  have  to  thank  my  friends  Dr.  F.  E.  Batten 
and  Dr.  J.  A.  Arkwright  for  nuich  information  bearing 
on  the  subject  of  the  present  case. 

{Exhibited  May  tlir  Uli,  1905.) 

Discussion. 

Dr.  Edmund  Cautley  thought  the  case  was  especially 
interesting  in  conjunct iou  with  cue  he  showed  at  the  Society 
three  years  ago.*  There  was  uo  doubt  it  was  what  Dr.  Weber 
had  called  it,  a  peroneal  type  of  muscular  atrophy.  The  "  claw- 
like'" condition  of  the  hand  was  hardly  ever  seen  in  early  life, 
except  from  this  affection.  He  had  uo  hesitation  in  stating  that 
there  was  a  certain  amount  of  pes  cavus,  and  he  thought  there 
was  distinct  atrophy  of  the  vastus  interuus,  both  of  which  were 

*  '  Eeports/  vol.  ii,  p.  163. 
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verv  characteristic  features.  The  case  he  showed  was  very  extra- 
ordiuary  in  that  it  had  started  at  au  extremely  early  age.  There 
had  beeu  definite  indication  of  some  deformity  during  the  second 
year  of  life.  As  in  Dr.  Weber's  case,  apparently  there  was  no 
history  of  congenital  tendency.  In  a  great  many  such  cases  there 
was  a  marked  hereditary  history,  the  disease  being  transmitted 
more  commonly  by  the  female  than  the  male.  Another  peculiarity 
was  that  both  patients  had  had  measles.  In  his  own  case  the 
baby  had  measles  when  it  was  6  months  old,  and  the  sym- 
ptoms of  peroneal  atrophy  were  noticed  at  1|-  years,  and  it 
was  quite  possible  they  started  earlier.  He  was  inclined  to 
accept  the  view  that  some  of  the  isolated  or  sporadic  cases  were 
perhaps  different  in  character  and  causation  from  the  true  heredi- 
tarv  tvpe  ;  and  he  thought  one  of  the  commonest  causes  was 
measles.  He  suggested  to  Dr.  Weber  that  the  disease  in  his 
patient  had  been  started  by  measles.  The  toxin  of  the  measles 
might  have  acted  directly  on  the  muscles,  on  the  central  nervous 
svstem,  or  on  the  pei'ipheral  nerves.  Most  probably  the  toxin 
had  acted  on  the  peripheral  nerves,  setting  up  a  mild  type  of 
neuritis  or  primary  nerve-degeneration.  He  thought  that  was 
a  most  likely  explanation,  and  that,  if  the  history  of  numerous 
cases  were  gone  into,  it  would  be  found  that  in  a  certain  number 
of  them,  especially  where  there  was  no  hereditary  tendency,  there 
was  a  history  of  specific  fever,  most  usually  measles. 

Dr.  Parkes  Weber,  in  reply,  thought  Dr.  Cautley's  sugges- 
tion in  regard  to  measles  certainly  ought  to  be  considered.  He 
had  himself  suggested  that  possiljly  the  disease  might  have  begun 
slowly  after  the  attack  of  measles.  The  child  complaining  of 
pain  for  a  short  time  in  one  knee  first  drew  the  attention  of  the 
parents  to  the  wasting  in  the  leg,  and  subsequently  when  she 
complained  of  stiffness  in  the  hand  the  muscular  atrophy  in  the 
hand  was  noticed,  but  the  wasting  both  in  the  leg  ancl  the  hand 
micdat  in  realitv  have  commenced  long  before  it  was  discovered. 


82.  A  CASE  OF  CONGENITAL  DEFOEMITY  OF  THE 
HANDS:  MANY  MEMBEES  OF  THE  FAMILY 
SHOW  SIMILAK  AND  OTHEE  ^lALFOEMATIONS 
OF    THE    HANDS. 

By   GEOEGE    CAEPENTEE,   M.D. 

The    male    infant    exhibited,    aged    3    months,    shows 
truncation  of  both  little  fingers  with  absence  of  nails,  and 
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Fig.  1. 


Fig.  2. 
Dr.  George  Carpenter's  Case  of  Coiig'euital  Deformity  of  the  Hands. 


/I (Hard  &  Son,  Impr, 
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Dr.  George  Carpenter's  Case  of  Congenital  Deformity  of  the  Hands. 
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a  skiagram  reveals  absence  of  the  teruiiiial  phalanges. 
The  end  of  the  ring  finger  of  the  right  hand,  which  is 
shortened  and  but  slightly  longer  than  the  little  finger,  is 
miTch  broadened  laterally. 

The  skiagram  also  shows  a  badly-formed  middle 
phalanx,  and  the  terminal  phalanx  has  apparently  toppled 
over  and  is  affixed  to  the  side  of  the  digit.  A  small  bone, 
the  origin  of  which  is  not  qnite  clear,  is  seen  to  one  side 
of  the  middle  phalanx  {cide  Plate  I,  fig.  1).  The  nail  of  the 
left  ring  toe  is  absent,  and  that  of  the  right  is  rudimentary. 
The  nails  of  both  little  toes  are  rudimentary.  The  infant, 
which  is  the  youngest  of  six,  is  the  only  male  child.  The 
infantas  two  youngest  sisters  have  truncated  little  fingers 
{vide  Plate  I,  fig.  2,  a  skiagram  of  the  left  hand  of  one  of 
these  children  ;  a  skiagram  of  the  hand  of  the  other  child 
showed  a  similar  deformity). 

The  origin  of  the  deformities  appears  to  be  in  the 
mother's  family  on  her  father's  side.  The  child's  mother 
is  the  youngest  of  seven.  Her  little  fingers  are  truncated 
and  incurved,  and  there  are  no  nails  upon  them.  The 
skiagram  shows  rudimentary  terminal  phalanges  {vide 
Plate  II).  The  index  fingers  are  the  longest,  and  the 
metacarpal  bones  of  the  middle  and  ring  fingers  on  each 
hand  are  shortened  considerably,  being  but  half  the  size 
of  the  index  phalanges.  The  phalanges  of  these  ai-e 
correspondently  long. 

The  mother's  eldest  sister  and  youngest  brother  have 
shortened  incurved  little  fingers  with  no  nails  upon  them. 
Of  the  eldest  sister's  children  one  has  two  nails  on  one 
finger  and  webbed  fingers,  and  two  are  deficient  in  finger- 
nails. Two  of  the  youngest  brother's  children  have  defor- 
mities of  the  little  fingers  of  both  hands.  The  mother's 
father  had  two  thumbs  on  each  hand,  and  the  mother's 
uncle  had  webbed  fingers  of  both  hands.  The  skiagrams 
were  taken  by  Mr.  H.  J.  M.  D.  Sale-Barker. 

[Exhibited  May  the  6th,  1905.) 

Discussion. 
Dr.  C.  W.  Chapman  stated  that  in  1900  he  took  two  patients, 
VOL.  V.  16 
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father  and  son,  to  the  Clinical  Society,  whose  condition  was  some- 
thing like  the  cases  described.  All  four  thumbs  were  affected, 
and  in  the  child  there  was  entire  absence  of  the  radius  in  one 
arm.  Skiagrams  were  published  in  the  '  Clin.  Soc.  Trans.,'  and 
he  handed  round  the  volume  for  inspection. 


83.  PHOTOaRAPH   OF   A  CASE    OF   AMAUEOTIC 
IDIOCY. 

By   GEORGE    PERNET. 

Mr.  George  Fernet  showed  a  photograph  of  a  male 
child,  who  was  under  Sir  Victor  Horsley's  care  at  Univer- 
sity Hospital  in  1892,  and  upon  whom  Mr.  Fernet  had  then 
done  craniectomy  several  times  for  anterior  microcephaly. 
The  child  was  then  (when  photograph  was  taken)  aged  1 
year  and  8  months.  He  was  blind  and  had  rigidity  of  the 
limbs,  which  were  powerless.  Mr.  Fernet  had  brought 
forward  the  photograph  to  elicit  the  opinions  of  members  as 
to  the  possibility  of  the  case  having  been  one  of  amaurotic 
idiocy,  although  he  was  aware  that  a  retrospective  dia- 
g*nosis  from  a  photograph  was  open  to  doubt.  The  eyes 
had  not  been  properly  examined.  The  child  Avas  Semitic 
in  appearance,  and  so  were  the  mother  and  the  mother's 
sister,  though  not  avowedly  Jews.  Mr.  Fernet  had  lost 
sight  of  the  child  and  did  not  know  what  had  become  of  it, 
but  he  would  try  to  trace  the  parents. 

{E.vMhited  May  the  6th,  1905.) 


84.  A  CASE  OF  CONGENITAL  HYPERTROPHIC  STE- 
NOSIS OF  THE  PYLORUS. 

By  GEORGE  CARPENTER,  M.U, 

AND 

P.    LOCKHART   MUMMERY,    B.C. 

The  specimen  shown  was  removed  from  a  female  child, 
aged  3  months.      The  infant  was  admitted  into  thelSTortli- 
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Eastern  Hospital  for  Children,  under  Dr.  George  Carpenter's 
care,  on  March  the  31st,  1905.  It  was  born  at  term,  the 
youngest  of  six  living-,  and  was  breast-fed  for  the  first 
two  weeks,  but  nursing  was  discontinued  owing  to  the 
formation  of  a  mammary  abscess.  Vomiting  sometimes 
occurred  after  suckling.  The  child  was  subsequently  fed 
on  milk  and    barley-water ;  the  infant  took   the    mixture 

Fig.  14. 


Longitudinal  section  of  stomach  and  pylorus  of  a  female  child, 
aged  3  months — natural  size — showing  hypertrophy  of  the 
pylorus  and  of  the  adjoining  muscvilar  coat  of  the  stomach. 


well,  and  vomited  but  little.      It  steadily  wasted,  however, 
and  was  always  very  constipated. 

On  admission  it  was  an  anaemic,  wizen-faced,  marasmic 
infant,  weighing  5^^  lbs.  It  had  a  furred  tongue  and  some 
thrush.  The  abdomen  was  flat  and  soft,  and  nothing 
abnormal  was  detected.  The  temperature  was  99°  F. 
On  March  the  31st  it  vomited  twice,  and  on  April  the  2nd 
twice.  On  April  the  3rd  an  hour-glass-shaped  peristaltic 
contraction  was  seen  for  the  first  time  in  the  epigastrium. 
The  wave  passed  from  left  to  right  and  then  disaj)peared, 
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and  at  this  time  some  regurgitation  of  the  stomach  con- 
tents into  the  mouth  was  noticed.  On  April  the  5th  the 
infant  vomited  three  times,  and  on  the  6th  the  peristalsis 
was  again  visible  in  the  epigastrium,  and  it  vomited  once 
during  that  day,  once  on  the  7th,  twice  on  the  8th,  but 
not  on  the  9th. 

On   the    10th  it  weighed  5    lbs.,    a   loss    of  ^  lb,  since 
admission.      About  one  inch  above  the  umbilicus,  and  to 

Fig.  15. 


Longitudinal  microscopical  section  of  the   thickened 
pyloriis  of  female  infant,  aged  .3  months. 

the  right  of  it,  a  hard  cartilaginous  mass,  about  the  size 
of  the  terminal  phalanx  of  the  little  finger,  was  felt  lying- 
deep  in  the  abdominal  cavity.  The  mass  could  be  picked 
up  between  the  finger  and  thumb  through  the  abdominal 
wall.  Manipulation  of  the  abdomen  caused  regurgitation 
of  food  into  the  mouth,  and  simple  flicking  of  the  abdo- 
minal walls  with  the  finger  brought  on  visible  peristalsis 
without  hour-glass  contraction.  The  stomach  was  dilated, 
its  lower  border  being  below  the  umbilicus,  and  the  peri- 
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staltic  waves  passed  from  left  to  right  and  terminated  at 
the  right. 

Dr.  George  Carpenter  decided  to  have  the  infant 
operated  vipon,  and  Mr.  P.  Lockhart  Mummer}^  performed 
pyloroplasty  on  April  the  11th.  The  infant  was  kept  very 
lightly  under  chloroform,  and  an  incision  was  made  in  the 
abdomen  over  the  position  of  the  pyloric  swelling.  A 
cut  about  1^  inches  long  was  made  through  the  pylorus, 
and  this  wound  was  then  sewn  up  in  the  opposite  direction 
over  a  small  Mayo  Eobson's  bone  bobbin.  The  operation 
took  about  twenty-five  minutes  to  complete.  The  child 
rallied  well  after  the  operation.  Its  pulse  remained  good 
during  the  night,  and  it  took  drachm  doses  of  milk  and 
barley-water  half-hourly  without  returning  them.  It  died, 
however,  on  the  following  morning.  The  post-mortem 
examination  showed  that  a  free  opening  had  been  estalj- 
lished  through  the  pylorus. 

There  were  several  points  of  interest  about  the  case. 
The  toughness  of  the  hypertrophied  portion  of  the  pylorus 
Avas  remarkable ;  the  Avails  cut  like  the  cai^tilage  of  the 
knee.  It  was  also  noticeable,  on  looking  at  the  specimen, 
that  the  hypertrophy  of  the  muscular  coat  extended  for 
some  considerable  distance  into  the  stomach. 

{Exhibited  May  the  bth,  1905.) 

Discussion. 

Dr.  Edmund  Cautley  thought  the  case  illustrated  two  very 
important  points.  In  the  first  place  the  operation  should  not 
be  delayed  until  the  diagnosis  could  he  verified  by  definite  palpa- 
tion of  the  hypertrophied  pylorus.  The  case  showed  how  readily 
the  tumour  could  be  felt  if  the  child  was  sufficiently  Avasted,  but 
the  wasting  was  a  very  deleterious  condition.  In  the  second 
place  the  prognosis  was  not  the  prognosis  of  the  operation  j>er 
se,  but  Avas  the  prognosis  of  the  marantic  condition  at  the  time 
of  the  operation.  He  thought  it  would  be  found  that  a  satisfac- 
tory result  would  very  rarely  be  obtained  if  operation  was  post- 
poned till  the  child  was  3  months  of  age.  These  babies 
nearly  ahvays  died  before  that  age,  AAdiereas  if  the  operation  A\'as 
performed  within  the  first  six  AA^eeks  of  life  it  might  be  said  that 
practically  ca'ci'v  case  Avould  recover.      He  Avas  surprised  to  find 
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so  much  difficialty  experienced  in  doing  pyloroplasty,  having 
seen  it  performed  at  the  same  age  with  perfectly  good  results. 
One  ought  to  he  able  to  make  the  diagnosis  very  much  earlier, 
and  he  thought  the  more  quickly  knowledge  of  the  disease  was 
disseminated  the  more  often  would  the  cases  reach  the  surgeon 
at  a  reasonably  early  date.  No  matter  what  kind  of  operation 
was  adopted,  he  was  quite  certain  it  ought  to  be  carried  out  in 
the  first  six  weeks  of  life  and  sometimes  earlier.  The  cases  he 
had  had  operated  on  early  in  life,  about  1  month  old,  had  all 
done  extremely  well.  Pyloroplasty  had  been  performed  in  all 
those  cases,  and  he  regarded  it  as  the  ideal  operation,  because 
he  thought  it  provided  the  best  remedy  as  a  permanent  cure. 
Loreta's  operation  in  his  opinion  did  not  guarantee  a  perfect 
cure.  G-astro-enterostomy  produced  a  condition  of  the  stomach 
which,  if  he  were  a  child,  he  should  not  like  to  have  for  the  rest 
of  his  life.  He  did  not  think  surgeons  were  able  to  say  with 
certainty  that  after  a  gastro-enterostomy  the  hole  would  not  close 
up,  or  that  the  contracted  condition  of  the  pylorus  would  subside. 
In  pylcjroplasty  the  parts  were  very  much  tied  up  together,  and 
for  the  next  twenty-four  or  thirty-six  hours,  or  possibly  three 
days,  extremely  little  food  would  be  able  to  pass  through  the 
pylorus.  The  prognosis  after  the  operation  depended  not  so 
much  upon  the  surgeon  as  upon  the  physician,  because  so  much 
depended  on  the  way  the  child  was  fed.  Immediately  after  the 
operation  patients  should  be  fed  with  small  quantities  of  food 
given  ])y  the  mouth  and  by  the  rectum,  but  it  was  no  use  after 
pyloroplasty  expecting  food  to  pass  through  the  pylorus  at  any 
rate  for  twenty-four  or  thirty-six  hours. 

Dr.  F.  J.  Poynton  said  he  had  heard  that  if  the  cases  were 
detected  early  operation  was  often  avoided.  Some  physicians,  he 
i;nderstood,  hardly  ever  operated  upon  such  cases,  avoiding  opera- 
tion by  washing  out  the  stomach  and  careful  feeding.  He  had 
seen  one  case — a  case  of  Dr.  Batten's — arrested  with  nasal  feed- 
ing, the  symptoms  gradually  melting  away. 

Dr.  Cautley,  continuing,  remarked  that  he  was  strongly  con- 
vinced that  there  were  occasionally  mild  cases  of  the  disease 
which  might  get  well  without  operation,  although  he  thought 
the  washing  out  of  the  stomach  had  little  or  nothing  to  do  with 
the  result.  He  had  seen  a  case  of  that  nature,  the  specimen  of 
which  he  subsequently  showed  at  the  Society.  No  operation  was 
performed.  The  life-history  and  the  post-mortem  examination 
showed  that  during  life  food  got  through  the  pylorus  in  sufficient 
quantities  for  the  child  to  live.  Unfortunately,  it  got  an  attack 
of  gastro-enteritis  and  died.  He  was  perfectly  convinced  that 
9%  per  cent,  of  the  cases  diagnosed  as  congenital  hypertrophic 
stenosis  of  the  pylorus  and  recovering  without  operation  were 
not  such  cases.  Becaiise  a  child  had  a  prolonged  attack  of 
vomiting  one  was  not  justified  in  making  a  diagnosis  of  that 
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natxire.  He  believed  iu  the  existence  of  a  spastic  conditiou  of 
the  pylorus,  without  hypertrophy,  which  might  subside  imder 
ti'eatiueiit,  aud  he  did  uot  admit  that  such  spasm  would  produce 
hypertrophy.  He  saw  a  case  iu  consultation  a  short  time  ago 
with  a  view  to  operation  being  done,  but  he  came  to  the  conclu- 
sion that  it  was  a  mere  spasmodic  alfection,  and  the  child  sub- 
sequently recovered  without  operation.  He  therefore  thought 
that  the  condition  could  be  diagnosed  and  cured  without  opera- 
tion very  frequently,  provided  one  was  easily  satisfied  with 
the  diagnosis  ;  but  if  the  condition  actually  existed  he  believed 
it  would  steadily  get  worse  and  the  patient  would  die  as  a  rule 
luider  3  months  of  age.  There  was  definite  evidence,  however, 
that  some  patients  lived  longer,  cases  of  5  and  1 1  years  of  age 
and  older  having  been  recorded. 

Dr.  Theodore  Fisher  had  seen  it  remarked  that  peristalsis 
of  the  stomach  was  not  necessarily  diagnostic  of  pyloric  stenosis. 
In  one  case,  which  he  sent  in  to  hospital  with  a  view  to  operation 
the  peristalsis  was  well  marked,  but  the  child  went  out  without 
an  operation. 

Dr.  Cautley,  continuing,  said  he  did  not  regard  peristalsis 
as  an  essential  feature.  He  did  not  think  the  surgeon  ought  to 
wait  for  the  presence  of  peristalsis  or  of  a  tumovir  before 
operating.  Peristalsis  might  be  present  in  other  conditions, 
but  he  regarded  it  as  a  confirmatory  symptom  when  the  other 
symptoms  were  present.  The  most  important  indication  was  the 
history.  When  a  bal)y,  apparently  healthy  at  birth,  started 
vomiting  at  2  or  3  weeks  old,  and  that  symptom  subsequently 
became  definitely  characteristic,  and  when  increasing  constipa- 
tion was  associated  with  that  conditiou,  even  on  various  diets 
iu  small  quantities,  if  peristalsis  occurred  he  regarded  it  as  a 
confirmatory  symptom.  If  the  pylorus  could  also  be  felt,  that 
was  another  confirmatory  symptom  ;  but  he  would  advise  opera- 
tion without  finding  the  j^eristalsis,  and  without  feeling  the 
pylorus. 

Dr.  Alexander  Morison  said  in  the  case  in  which  he  showed 
a  specimen  some  time  ago  the  surgeon  postponed  operation  as 
he  was  uot  convinced  of  the  condition.  The  child  was  sent  out  of 
the  hospital,  ultimately  came  back  in  a  collapsed  condition,  and 
died  without  having  been  operated  upon.  He  felt  strongly 
with  Dr.  Cautley  from  his  ow^n  experience  that  the  pyloroplastic 
operation  was  the  correct  one,  especially  compared  with  that  of 
stretching  the  pylorus.  Some  of  the  cases  thvis  treated  un- 
doubtedly recovered,  but  he  was  perfectly  convinced  that  one  of 
the  cases  he  had  seen  treated  by  stretching  had  died  in  consequence 
of  an  cedematous  condition  arising  from  the  laceration  and 
bruising  which  absolutely  occluded  the  pyloric  orifice. 

The  Chairman  (Dr.  George  Carpenter),  in  reply,  remarked 
that  Dr.  Cautley  had  called  attention  to  the  necessity  for  early 
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diagnosis.  Early  diagnosis  did  not  take  place  in  his  case,  for  the 
reason  that  he  did  not  see  the  patient  until  it  was  3  mouths 
old  ;  the  condition  was  diagnosed  immediately  he  saw  the  child. 
He  was  in  entire  agreement  that  cases  should  be  operated  on 
early  and  before  marasmus  had  set  in,  because  it  was  well 
recognised  that  when  infants  had  reached  a  marked  marasmic 
state  it  was  impossible  to  save  them  ;  the  prognosis,  therefore, 
did  not  depend  upon  the  condition  of  the  pylorus,  but  upon  the 
condition  of  the  body.  But  before  early  operation  could  occur 
the  patient  had  to  be  seen.  He  called  attention  to  the  fact  that 
gastric  dilatation  was  no  necessary  part  of  the  complaint — there 
might  be  pronounced  pyloric  thickening  with  an  undersized 
viscus.  In  such  cases  visible  peristalsis  was  absent.  He  was  of 
opinion  that  the  condition  of  the  pylorus  could  always  be  gauged 
by  examining  the  infant  in  the  proper  way  for  its  detection ;  and 
the  proper  way  was,  not  by  palpation,  which  was  a  very  unreliable 
method,  but  by  methodically  squeezing  all  the  parts  underlying 
the  abdominal  muscles  between  the  fingers  and  thiunb.  The 
hypertrophied  pylorus  was  very  elusive ;  it  was  apt  to  fall  right 
away  from  the  abdominal  parietes,  deep  down  into  the  ab- 
dominal cavity,  and  it  could  be  readily  missed  even  when  large 
and  under  an  anaesthetic,  and  he  had  seen  the  condition  over- 
looked by  skilled  examiners  who  relied  upon  the  older  method 
of  examination.  He  was  not  quite  in  agreement  with  the 
statement  that  symptoms  apart  from  physical  signs  were  sufii- 
cient  to  mark  the  disease.  Unfortunately,  symptoms  were  not 
always  present  to  help  the  physician,  the  history  may  be  in- 
definite and  certainly  unconvincing,  and  even  when  the  case 
comes  under  observation  vomiting  may  occur  only  occasionally. 
It  was  so  in  the  case  he  had  just  narrated,  and  yet  there  was 
a  considerable  pyloric  tumour  in  that  patient,  and  he  on  the 
evidence  and  symptoms  would  certainly  not  have  considered  it  a 
case  of  pyloric  stenosis  had  it  not  heen  for  the  results  he  had 
obtained  by  a  physical  examination.  The  absence  of  classical 
symptoms  had  not  been  an  isolated  experience — he  had  met  with 
it  before.  In  the  presence  of  symptoms  of  obstruction  associated 
with  dilatation  of  the  stomach  and  peristalsis  he  would  hesitate  to 
advise  an  operation  before  making  a  very  careful  abdominal  ex- 
amination in  the  manner  he  had  indicated.  Failing  to  find  thick- 
ening of  the  pylorus — and  if  it  wei'e  present  it  ought  to  be  felt — he 
would  try  medical  measures  and  would  not  resort  to  an  abdominal 
section.  Not  only  could  pyloric  enlargement  be  readily  felt  by 
his  method  of  examination,  but  the  thickening  of  the  adjoining 
stomach  walls  which  occurred  in  this  case,  and  which  he  had 
also  observed  in  another  example,  was  easily  detected,  a  sufficient 
tribute  to  its  delicacy  and  relialiility.  It  was  early  days  to 
speak  with  great  confidence  as  to  the  best  form  of  operation — 
the  cases  on  record  were  not  sufiicientlv  numerous  to  dogmatise. 
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He  had  seen  Loreta's  operation  quite  successful  from  a  mechanical 
point  of  view,  though  the  infant  did  not  eventually  recover.  He 
had  also  seen  an  example  where  pyloroplasty  Avould  have  been 
impossible  owing  to  extensive  pyloric  infiltration  of  cartilaginous 
hardness  quite  unadaptable  to  such  a  procedure. 

Mr.  Lockhart  Mummery,  in  reply,  said  he  did  not  mean  to 
say  that  pyloroplasty  was  ])ad  because  it  was  a  difficult  operation, 
because  he  did  not  think  there  was  very  much  diiference  in  the 
difficulty  between  the  two  operations.  The  important  factor  in 
a  case  where  the  child  was  marasmic  was  the  speed  with  which 
the  operation  could  be  performed.  A  child  might  stand  the 
operation  fairly  well,  provided  it  was  in  a  well-nourished  con- 
dition and  provided  the  operation  was  not  long ;  but  in  the  case 
under  consideration  the  child  was  in  a  bad  condition,  and  he 
thought  as  gastro-enterostomy  could  be  done  in  about  half  the 
time  it  was  the  better  operation  to  perform.  It  did  not  seem  to 
be  a  reasonable  operation  to  cut  through  tissue  nearly  as  tough 
as  the  cartilage  of  the  knee  and  sew  up  the  incision  in  the  other 
direction  as  in  pyloroplasty,  because,  owing  to  the  thickness  and 
hardness  of  the  tissue,  so  much  kinking  was  caused  that  a  free 
passage  through  the  pylorus  was  difficult  to  obtain. 


85.  MULTIPLE   GUMMATA. 
By   J.  POETER   PARKINSON,   M.D. 

Florence  B — ,  aged  7  years,  the  ninth  of  ten  children 
mother  had  three  miscarriages  at  various  times. 

This  child  was  born  at  full-term,  and  has  never  suffered 
from  any  skin-eruption  either  as  an  infant  or  since. 

She  had  a  small  abscess  opened  in  the  forearm  on  April 
the  7th,  and  now  she  has  the  following  lesions  :  various 
softening  areas  implicating  the  skin  on  the  outer  side  of 
each  thigh ;  one  or  two  others  deeper ;  a  similar  one  on  the 
inner  side  of  the  right  leg  just  below  the  knee,  involving 
the  gastrocnemius  and  soleus  muscles ;  thickening  involving 
the  tendons  at  the  radial  side  of  the  right  wrist. 

There  are  two  small  lumps  on  the  shins. 

She  has  not  the  aspect  of  congenital  syphilis,  and  there 
are  no  signs  in  the  viscera.  The  incisor  teeth  are  pegged 
and  separated  from  each  other. 

[Exhihitpd  May  the  bfh,  1905.) 
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86.  A  CASE   OF  BIETH   PARALYSIS. 
By   J.  PORTEE   PARKINSON,   M.D. 

This  child^  aged  4  months,  was  a  fir.stborii.  The  labour 
was  very  protracted,  histiiig  over  twenty-four  hours,  and 
the  mother  was  told  that  it  was  a  "  cross  birth  "  and  that 
the  arms  came  first.  Since  birth  the  arms  have  been  use- 
less, and  though  not  completely  paralysed,  are  somewhat 
rigid  and  contracted.  The  electrical  reactions  taken  b}' 
Mr.  Sale  Barker  show  that  the  lesion  is  one  of  the  lower 
motor  neurons,  probably  in  the  brachial  plexus,  and  there 
is  no  evidence  of  intra-cranial  haemorrhage,  the  more  usual 
cause  of  these  paralyses.  On  the  left  side  there  is  com- 
plete reaction  of  degeneration  in  the  muscles  of  the  forearm 
and  hand.  On  the  right  side  there  is  a  fairly  good  reac- 
tion to  Faradism  and  K.  C.  C.  >  A.  C.  C,  but  the  contraction 
is  somewhat  sluggish. 

[Exhibited  May  the  bth,  1905.) 


87.    A    CASE    OF    LARYNGEAL    PAPILLOMATA— 
DEATH    FROM    ASPHYXIA. 

By   lewis   MARSHALL,  M.D. 

Feed  H — ,  aged  4YVth  years,  was  admitted  into  the 
Nottingham  Children's  Hospital  on  April  the  25th,  1905, 
under  the  care  of  Dr.  Lewis  Marshall,  suffering  from 
"  difficulty  in  breathing." 

Hi.story. — The  patient  had  always  been  strong,  and  had 
not  been  attacked  by  any  infectious  disease.  Two  years 
ago  his  voice  was  gradually  lost,  until  he  could  not  speak 
above  a  whisper.  This  condition  had  continued  ever  since. 
Seven  months  ago  breathing  became  very  difficult,  and 
diphtheria  Avas  diagnosed,  and  tracheotomy  was  performed 
at  the  Fever  Hospital.  "When  the  trachea  was  opened  a 
quantity   of  pus   escaped,  and  no  diphtheria   was   found." 
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The  tube  was  removed  after  seven  weeks  ;  breathing-  was 
not  embarrassed,  and  the  patient  was  able  to  whisper  as 
before.  For  three  months  before  admission  into  the 
Chiklren's  Hospital  the  parents  had  noticed  "  sucking-in 
of  the  chest  and  neck  at  each  breath."  On  the  night 
before  admission  the  patient  had  an  attack  of  breathless- 
ness,  "  turned  blue,  and  fought  for  breath."  (The  father 
refused  permission  for  tracheotomy  should  it  become 
necessary.) 

0)1  admission. — The  patient  looked  healthy.  He  was  a 
good  colour.  He  could  not  speak  above  a  whisper.  The 
chest  was  pigeon-breasted,  the  veins  not  enlarged.  There 
was  marked  inspiratory  recession  of  the  muscles  of  the 
neck,  the  lower  intercostal  spaces,  Mnd  the  diaphragm. 
There  Avas  neither  cough  nor  expectoration.  No  enlarged 
glands  were  visible.  The  chest  was  resonant  all  over.  Air- 
entry  was  deficient  in  both  lungs,  especially  the  left. 
Forty-eight  hours  after  admission  the  patient  died,  after  a 
period  of  three  hours'  increasing  cyanosis  and  unconscious- 
ness. 

A  post-mortem  examination  was  made,  and  the  larynx 
was  found  to  be  almost  occluded  by  warty  growths,  which 
extended  on  to  the  epiglottis. 

At  the  bifurcation  of  the  trachea  was  a  mass  of  enlarged 
glands,  lying  over  and  compressing  the  left  bronchus. 

The  anterior  borders  of  both  lungs  were  emphysematous, 
and  haemorrhages  were  seen  on  the  surface  of  the  left  lung. 

{E.rhihifed  May  the  bth,  1905.) 


88.  THE    WIGHTMAN    LECTUEE :    SOME    OF    THE 
NEUROSES   OF   EAELY   LIFE. 

By   HENRY   ASHBY,  M.D. 

Mk.  Pkesidext  and  Gextle^jex, — In  these  days  of  lectures 
and  addresses,  to  say  nothing  of  the  intense  activity  dis- 
played in  all  departments  of  medicine,  it  is  not  easy  for  a 
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lecturer  to  find  an  untrodden  patli  or  feel  tliat  he  can  add 
anything  to  the  comnion  stock  of  knowledge.  I  must  crave 
your  indulgence  if — in  delivering  the  address  Avhich  your 
Council  in  its  goodness  has  imposed  on  me — I  traverse 
some  rather  open  and  well-known  ground. 

Important  contributions  to  our  knowledge  of  the  neuroses 
of  early  life  have  been  made  in  this  country  by  such  well- 
known  observers  as  Gree,  Warner,  Shuttleworth,  John 
Thomson,  Still,  and  many  others ;  while  in  the  allied 
doniain  of  social  psychology  the  names  of  Romanes,  Sully, 
and  Mark  Baldwin  will  at  once  suggest  themselves.  To 
all  these  writers  1  must  express  my  deep  indebtedness.  It 
is  not  easy  to  define  the  limits  of  a  neurosis,  but  the  task 
which  I  have  set  before  myself  to-day  is  to  speak  of  the 
functional  disorders  due  to  a  failure  of  co-ordination  or  a 
backward  development  of  the  lower  nerve  centres,  and  of 
the  minor  mental  abnormalities  occurring  during  early  life 
due  to  a  lack  of  inhibition  or  a  morbid  sensitiveness  of  the 
higher  level  centres.  It  need  hardly  be  said  that  I  am  not 
attempting  to  cover  the  whole  ground  occupied  by  the 
neuroses  and  psychoses  of  early  life,  for  to  sum  up  all 
the  moods  and  tempers  of  the  twentieth-centviry  child 
would  require  a  volume.  I  must  be  content  to  pass  in 
review  only  a  few,  and  perhaps  be  deemed  guilty  of  omitting 
some  of  the  most  important. 

There  is  some  difficulty  attending  the  use  of  the  term 
"functional  disorder'^;  what  one  may  call  a  "functional 
disorder"  or  "neurosis,"  another  with  good  cause  may  say 
"What  you  call  a  'neurosis'  is  only  an  exaggeration  of  what 
is  seen  in  every  child  when  over-excited,  or  tired,  or  in 
ill  health."  Or,  on  the  other  hand,  a  neurosis  such  as 
eclampsia  may  be  due  to  some  organic  change  in  the  nerve 
cells  or  some  focal  lesion.  I  must  risk  such  criticism, 
bearing  in  mind  that  there  are  no  hard  lines  in  the  classi- 
fication of  disease  and  there  is  great  comfort  in  taking 
refuge  in  the  word  "borderland." 

Since  Darwin,  "variation"  has  been  looked  upon  as  one 
of  the  broadest  facts  of  biology  ;  differences  of  disposition, 
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tem])erai)ieiit,  and  cliaraeter  are  met  Avitli  in  members  of 
every  family.  It  is,  however,  I  think,  a  matter  of  common 
experience  that  neurotic  parents  have  neurotic  children. 
Heredity  does  not  necessarily  show  itself  in  f  ully-develojoed 
disease  at  birth  or  in  every  member  of  a  family;  an  imbecile 
woman  does  not  necessarily  bring  forth  an  acephalic  foetus 
or  an  epileptic  or  insane  father  an  imbecile.  There  is, 
however,  a  strong  probability  that  if  a  family  results  from 
the  union  of  neurotics  or  degenerates  some  members  of  that 
family  will  show  a  tendency  to  unstable  nerve  centres  or 
mental  feebleness.  There  is  no  strain  through  the  genera- 
tions so  strong  and  persistent  as  the  tendency  to  unstable 
nerves  and  mental  degeneration.  In  nature  the  weakly 
and  unstable  are  Aveeded  out  before  they  have  the  chance 
of  breeding.  In  our  highly  organised  and  philanthropic 
civilisation  the  weaklings  and  neurotics  are  tided  over 
their  infancy  by  thousands  and  preserved  till  manhood. 
Social  conditions  rather  than  natural  laws  regulate  the 
union  of  the  sexes. 

Are  we  more  neurotic  than  our  forefathers  who  followed 
the  tail  of  the  plough  and  lived  upon  the  produce  of  their 
land  ?  Have  the  unrest  and  excitement  of  these  later  days 
told,  not  only  upon  men  and  women,  but  also  on  their  oif- 
spring  ?  In  our  large  cities  we  are  beginning  to  discover 
a  large  accumulation  of  "by-products'"  or  "Nebencon.se- 
quenzeu "  in  the  shape  of  the  criminal,  the  pauper,  the 
epileptic,  the  imbecile,  and  the  insane,  with  the  prospect  at 
no  distant  date,  as  several  writers  have  pointed  out,  of  one 
half  of  the  population  having  to  nurse,  to  cherish,  and  to 
support  the  other  half.  The  individual  born  to-day  repeats 
the  gains  of  former  generations,  the  individual  gains  be- 
coming race  gains  ;  but  is  it  not  equally  true  that  in  the 
long  run  individual  degeneration  becomes  race  degenera- 
tion ?  The  fertilised  ovum  has  implanted  on  it,  not  only 
the  chai'acteristics  of  races,  families,  and  individuals,  but 
it  has  been  modified  by  climate,  nutrition,  and  toxins.  It 
is  "  the  heir  of  all  the  ages  in  the  foremost  files  of  tirae.^' 
Well  did  the  Egyptian  write  over  the  Temple  of  Isis  :    "  I 
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am  whatsoever  has  been,  whatsoever  is,  and  whatsoever 
shall  be,  and  the  veil  on  my  face  no  mortal  hand  has  ever 
raised.'"^  In  addition  to  inherited  tendencies  there  is  the 
influence  of  nutrition  and  environment  during  the  period 
of  intra-uterine  life.  During  the  period  when  nerve  and 
nerve  cell  are  being  shaped  out  of  germinal  plasm  the  pro- 
gress of  development  cannot  be  indifferent  to  surroundings. 

What  are  the  essential  features  or  characteristics  of  a 
neurosis  or  psychosis  in  a  child  ?  In  attempting  to  answer 
this  question  we  must  bear  in  mind  both  age  and  state  of 
health.  What  may  be  normal  in  a  child  2  or  3  years  of 
age  may  be  veiy  abnormal  in  a  child  10  years  of  age. 
Then  ill-health,  over-indulgence,  and  liad  home  influence 
are  very  apt  to  bring  out  the  unlovable  and  "seamy"  side 
of  child  life.  Among  the  characteristics  we  may  note:  (1) 
Want  of  co-ordination  in  muscular  movements,  both  reflex 
and  voluntaiy.  (2)  Hyperassthesia  of  motor  and  sensory 
centres;  a  slight  stimulus  provokes  a  strong  reaction  out 
of  all  proportion  to  its  strength.  (3)  Failure  of  inhibitory 
control  over  actions  or  reflex  movements.  (4)  Exaggerated 
conscientiousness  and  contrariness.  (5)  Certain  morbid 
habits  not  seen  in  normal  children.  (6)  Tendency  to  j'letif 
mal  and  hysterical  attacks.  That  there  is  overlapping  in 
these  characters  is  certain,  but  overlapping  is  not  easily 
avoided. 

In  coming  to  close  quarters  with  the  neuroses  of  early 
life  let  me  first  of  all  refer  to  some  of  those  that  are  very 
early  in  evidence  and  which,  perhaps,  depend  upon  de- 
velopmental causes.  The  respiratory  centres  and  also  the 
deglutition  centre  must  be  in  a  condition  of  functional 
activity  if  life  is  to  be  maintained,  but  at  times  we  find 
that  the  nniscular  movements  which  depend  upon  these 
centres  are  not  perfectly  performed.  The  movements 
depend  upon  muscle  stimulations  and  inhibitions,  which 
must  take  place  in  orderly  and  regular  manner :  there 
must  be  perfect  timing  or  else  there  is  a  hitch.  Presumably 
the  movements  are  controlled  by  a  superintending  co- 
ordinating centre  which  is  in  chars'c.    In  congenital  stridor 
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there  is  apparently  a  failure  of  inhibition  or  an  active 
stimulation  of  theadductoi's  of  the  cords  and  the  expiratory 
muscles  during*  inspiration,  which  is  most  in  evidence 
during  excitement  or  crying*.  The  cords  are  more  or  less 
approximated  during-  inspiration  and  stridor  results.  As 
the  infant  g-rows  older  the  stridulous  sound  is  less  and, 
perhaps,  is  only  present  when  deep  inspirations  are  taken 
as  in  crying".  As  a  rule  infants  who  are  thus  affected  are 
perfectly  healthy  and  normal  in  other  ways,  and  the  stridor 
disappears  during-  the  second  year  or  before.  Infantile 
stridor  is,  however,  in  some  cases  associated  with  other 
defects.  In  one  of  my  cases  the  infant  had  very  marked 
stridor  and  also  a  posterior  meningocele.  Death  occurred 
at  5  w^eeks  of  age  during  a  severe  spasm.  At  the  post- 
mortem examination  the  naso-pharynx  and  larynx  were 
perfectly  normal.  In  another  case  stridor  was  noticed  at 
birth,  and  later  it  became  clear  that  the  infant  had  also 
cerebral  diplegia  and  mental  defect.  The  child  had  a  habit 
of  letting  off  superfluous  energy  when  excited  by  forcible 
inspirations  and  expirations  accompanied  by  loud  stridor. 
She  is  now  aged  12  years,  and  still  has  the  same  habit  of 
forced  respirations  when  she  meets  a  stranger,  but  years 
ago  the  stridor  ceased.  In  another  case,  that  of  a  boy, 
aged  10  months,  there  is  marked  stridor  at  times  Avhich 
has  been  present  from  birth ;  this  infant  has  an  older 
brother  who  suffers  from  diplegia  and  athetosis.  In  both 
these  cases  of  diplegia  I  believe  the  cause  was  develop- 
mental and  not  due  to  a  lesion  at  birth.  It  is  no  doubt 
true  that  in  some  cases  nasal  obstruction  may  give  rise  to 
stridor  or  snoring  as  sug-gested  by  Dr.  Eustace  Smith,  but 
I  think,  and  indeed  there  is  post-mortem  evidence  to 
show,  that  the  association  is  not  a  necessary  one.  Excite- 
ment, and  very  likely  also  bronchial  and  laryngeal  catarrh, 
accentuate  the  stridor. 

Deglutition  is  sometimes  performed  with  diflliculty  in 
newly-born  infants  and  in  young  children.  Any  nasal 
obstruction — such,  for  instance,  as  is  present  in  congenital 
syphilis — will  render  swallowing  difiicult,  but  in  other  cases 
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there  is  nothing  to  explain  the  difficulty  except  a  failure  of 
co-ordination.  It  is  not  always  well  marked  in  breast-fed 
infants  as  they  cannot  draw  much  into  the  mouth  at  a  time, 
but  mothers  Avill  notice  the  delay  in  swallowing.  The 
difficulty  is  most  marked  when  bottle-fed  and  when  the 
infant  is  in  a  great  huri-y  for  his  food.  There  are  choking 
and  spluttering  unless  the  act  of  swallowing  fs  performed 
slowly  and  with  great  deliberation.  The  fluid  is  "  gargled  " 
in  the  throat  instead  of  being  swallowed,  but  there  is  no 
necessary  return  of  fluids  through  the  nose  as  in  paresis  of 
the  soft  palate.  Feeding  with  a  bottle  is  often  so  trouble- 
some that  a  teaspoon  is  resorted  to,  and  the  mother  very 
soon  gives  the  infant  sops.  One  girl  I  have  watched  is 
now  3  years  old  and  still  has  mvich  difficulty  with  fluids, 
especially  whe"ii  thirsty  and  in  a  hurry  to  quench  her  thirst. 
She  has  no  difficulty  with  sops,  but  can  only  get  down  a 
few  tablespoonfuls  of  fluid  in  the  day. 

The  readiness 'and  ease  with  which  infants  vomit  are  well 
known,  the  vomiting  reflex  being  always  on  the  qui  vive 
and  easily  excited,  but  in  some  infants  this  is  very  marked. 
After  making  every  allowance  for  overfeeding  and  improper 
food,  a  certain  class  remains  in  which  this  constant  vomiting 
is  due  to  an  over-sensitive  or  uncontrolled  action  of  the 
vomiting  centre,  and  we  can  hardly  do  otherwise  than  look 
upon  this  as  a  neurosis.  Xocturnal  bed-wetting  in  children 
who  have  long  passed  babyhood,  and  who  have  never 
managed  to  pass  a  night  in  their  lives  without  micturating 
during  sleep  strongly  suggests  a  developmental  failure  of 
the  controlling  nerve  centres  which  co-ordinate  micturition. 
There  is  an  uncontrolled  action  of  the  urine  -  expelling 
mechanism,  or  a  failure  to  inhibit. 

Head-shaking  and  nodding  are  also  co-ordination  neuroses 
associated  with  purposive  or  instinctive  movements  which 
become  confirmed  into  a  habit.  Attempts  to  hold  up  the 
head  and  to  turn  it  from  side  to  side  or  up  and  down  in 
order  to  obtain  a  better  view  of  surrounding  objects  begin 
in  normal  children  about  the  third  or  fourth  month  of  life. 
These    head    movements    are    necessarily   associated    with 
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niovenients  of  the  e3^es.  They  are  not  voluntary  movements 
in  the  strict  sense,  as  they  are  not  the  result  of  a  clearly 
pictured  idea  or  revived  memory  image,  but  are  rather 
"suggestion  reflexes" — /.  e.  reflexes  "which  come  through 
consciousness."^  These  head-shaking  movements  may  be 
noted  as  early  as  the  third  or  fourtli  month  with  the  first 
attempts  to  hold  up  the  head  and  to  look  about,  but  the 
infant  may  not  be  brought  for  medical  advice  for  some 
months  after  this.  Instead  of  the  muscles  which  move  the 
head  and  eyes  being  stimulated  and  inhibited  in  a  regular 
and  orderly  manner  the  action  of  the  nerve  centres  is  in- 
termittent and  23roduces,  in  addition  to  the  purposive 
movements,  constant  jerky  ones.  The  tremor  becomes 
more  marked,  especially  the  nystagmus,  when  the  infant  is 
intently  gazing  at  some  attractive  object.  Probably  habit 
plays  a  prominent  part  in  confirming  the  movements.  As 
time  o'oes  on  and  the  infant  ffets  into  better  health  and 
exercises  more  and  more  voluntary  control  the  movements 
gradually  cease.  These  movements  are  chiefly  seen  in 
infants  and  children  of  low  vitality,  and  many  of  them  are 
rickety  in  more  or  less  degree,  but  I  have  not  seen  these 
movements  in  cases  of  severe  rickets.  Sometimes  they 
occur  for  the  first  time  after  an  illness,  such  as  pneumonia, 
and  in  one  case  related  to  me  nystagmus  came  on  for  the 
first  time  after  an  operation  for  the  cure  of  a  hernia. 
Apparently  the  stammering,  wdiicli  is  likely  to  come  on 
during  the  second  or  third  year  is  esseutially  very  much 
on  a  par  with  head  shaking  and  is  apt  to  become  confirmed 
by  habit. 

Another  group  of  neuroses  of  the  lower  neurons  includes 
such  diseases  as  spasmodic  asthma,  recurring  fever,  re- 
curring vomiting,  and  perhaps  diabetes.  All  of  these  are 
especially  apt  to  occur  in  neurotic  families  and  give  evi- 
dence of  their  presence  early  in  life.  The  type  of  spasmodic 
asthma  seen  during  infancy  is  usually  Henoch's  gastric 
type,  but  asthma  secondary  to  a  bronchial  catarrh  or  nasal 

*  See  '  Mental  Development  in  the  Child  and  the  Eace,'  Mark  Bald- 
win, p.  104. 
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irritation  is  also  seen.  A  typical  case  of  asthma  in  an 
infant  was  shown  at  this  Society  a  year  or  two  ago  by  Dr. 
W.  Ewart,  and  I  have  recently  seen  one  (with  Dr.  A.  A. 
Mumford)  in  which  the  asthmatic  attacks  began  at  the  age 
of  8  weeks.  The  exciting  cause  appeared  to  be  difficulty 
of  digestion,  beginning  with  w^eaning.  The  father  had 
suifered  from  spasmodic  asthma  as  a  boy,  and  the  infant's 
mother's  bi'other  was  also  an  asthmatic.  Between  the 
attacks  the  infant  was  C|uite  comfortable,  while  during  the 
attacks  the  chest  was  markedly  drawn  in  at  the  bases  and 
bulged  out  at  the  apices,  and  there  was  great  distress  from 
the  dyspnoea.  There  was  no  evidence  of  enlarged  thymus. 
In  another  case  I  saw  during  infancy  distension  of  the 
stomach  with  gas  preceded  the  attack,  which  was  relieved 
when  the  distension  passed  away  with  the  dispersion  of  the 
gas.  This  patient  is  now  over  20  years  of  age,  and  has 
suffered  from  attacks  of  asthma  all  his  life.  The  attacks 
seem  to  be  excited  by  some  irritation  of  the  terminations 
of  the  vagus  nerve. 

Recurring  fever  also  is  apt  to  occur  in  members  of  a 
neurotic  family  and  to  commence,  in  early  life.  It  is  well 
known  that  in  neurotic  children  the  temperature  goes  up 
from  slight  causes  or  without  any  apparent  cause.  In  some 
cases,  as  is  well  known,  these  fever  attacks  recur  again  and 
again  at  intervals  of  a  few  months  without  being  associated 
with  any  common  or  uncommon  complaint.  The  boy's 
temperature  runs  up  to  104°  or  105°  F.  without  any  sign 
or  svmptom  in  the  chest  or  elsewhere,  he  seems  fairly  com- 
fortable and  his  appetite  is  good,  the  fever  continues  for 
some  days  or  a  week  or  more  and  disappears,  leaving  him 
weak  and  pale  for  awhile.  No  doubt  in  some  cases  the 
exciting  causes  are  over-feeding  and  an  accumulation  of 
by-products.  These  cases  are  certainly  apt  to  occur  in 
neurotic  families,  and  perhaps  also  tuberculous  families, 
and  it  is  important  to  note  that  Dr.  Gr.  H.  Savage  has 
noticed  some  cases  of  mental  breakdown  in  young  adults 
who  have  suffered  from  these  recurring  attacks  of  high 
fever. 
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Let  us  pass  now  to  some  of  the  minor  mental  abnormalities 
of  early  life  wliicli  are  associated  chiefly  with  the  higher 
level  centres.  It  is  not  difficult  to  recognise  ver}^  early  in 
life  that  some  infants  are  much  more  easily  aroused  than 
others,  and  are  far  more  sensitive  to  impressions.  All 
babies  cry  when  they  are  hungry  or  have  internal  dis- 
comforts, and,  speaking  generally,  the  crying  reflex  is  in 
good  order  during  infancy,  but  some  infants  utilise  it  mncli 
more  than  others. 

We  all  know  the  neurotic  infant :  he  is  a  bad  sleeper,  he 
is  awake  half  the  night,  he  wants  a  lot  of  rocking  or  walk- 
ing about;  the  slightest  noise  or  discomfort  awakes  him. 
He  is  very  apt  in  consequence  to  be  over-fed,  as  he  has  no 
compunction  in  making  his  wants  known,  and  gaseous  dis- 
tension of  the  abdomen  and  colic  aggravate  his  normally 
hyperfesthetic  disposition.  He  is  early  subject  to  fear,  has 
an  exaggerated  dread  of  falling,  and  starts  and  clings  to 
his  nurse  if  swayed  about.  Many  of  these  infants,  as  I 
have  already  said,  are  troublesome  vomiters.  Excitement 
of  any  sort  may  start  the  vomiting  reflex.  One  small  girl 
I  knew  used  to  sulTer  from  nausea  when  the  bells  of  a 
church  close  by  began  to  ring  for  evening  service.  When 
about  2  years  old  she  used  to  say  "Church  bells  make 
baby  sick,"  and  at  times  she  not  only  had  nausea,  but 
vomited.  In  later  years  she  suffered  from  attacks  of 
migraine  and  hysterical  half-blindness.  She  could  read  the 
first  half  of  a  two-syllable  word,  but  not  the  last  half,  while 
the  headache  was  present.  The  same  class  of  child  shows, 
perhaps,  excessive  timidity  all  through  infancy  and  child- 
hood. Every  sudden  sound  makes  them  start,  Avhether  it 
is  the  rattle  of  a  spoon  or  the  barking  of  a  dog*.  At  the 
sight  of  a  stranger  or  an  animal  they  Avill  turn  white  and 
cover  up  their  faces.  They  have  a  perfect  horror  of  being- 
stared  at  and  find  refuge  in  a  prolonged  cry.  They  dread 
the  sight  of  the  medical  attendant,  who  probably  recipro- 
cates their  feelings.  As  the  child  becomes  older  the 
timidity  becomes  a  perfect  nightmare.  They  are  always 
seeing  uncanny  things,  and  have  an  unwavering  belief  in 
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ghosts  and  bogies.     R.  L.  Stevenson  must  have  been  think- 
ing of  his  own  childhood  when  he  Avrote  : 

"  The  shadow  of  the  balusters,  the  shadow  of  the  lamp. 
The  shadow  of  the  child  that  goes  to  bed. 
All  the  wicked  shadows  cominsf  tramp,  tramp,  tramp. 
With  the  black  night  overhead." 

If  daylight  relieves  them  of  their  fears,  they  return  with 
unfailing  regularity  with  the  evening.  AVhen  they  go  to 
bed  the  room  must  be  lighted  and  the  door  open  till  con- 
fidence is  in  part  restored  by  the  nurse  coming  to  bed. 

It  is  for  the  most  part  the  same  class  of  child  who  has 
dreams  of  the  tragic  sort.  The  child  during  the  day  has 
been  frightened  by  dogs,  or  stories  about  rats,  or  has  made 
the  acquaintance  of  strange  beasts  in  picture-books.  A 
marked  impression  has  been  made  on  the  visual  centres 
and  the  images  come  back  during  sleep,  associated  with 
the  curtains  or  surroundings  of  the  rooms.  In  rarer  cases 
the  hallucinations  occur  during  the  day  and  in  the  waking 
hours,  or  in  a  well-lighted  room  at  night  before  going  to 
sleep.  The  child  sees  animals  under  the  bed  or  table,  and 
will  point  them  out  to  her  mother,  absolutely  believing  in 
their  existence.  Or  she  will  call  up  her  mother  at  night 
and  describe  ducks  Avhich  she  has  seen  in  the  park  in  the 
morning  waddling  about  on  the  walls  of  the  room. 

In  some  children  there  is,  perhaps,  not  only  hyper- 
sonsitiveness,  which  shows  itself  in  bitter  tears  at  ti-ifling 
causes,  but  a  contrariness  which  makes  them  difficult  to 
manage.  There  comes  a  j^eriod  in  many  children's  lives 
when  they  develop  a  certain  marked  determination  to  dis- 
obedience, and  take  apparently  the  greatest  pleasure  in 
doing  the  opposite  to  instructions.  In  some  neurotic  children 
this  phase  becomes  almost  unbearable.  They  are  spoilt  In' 
their  parents,  who  laugh  at  their  odd  ways  or  scold  them 
for  the  same  thing  next  day,  but  they  generally  manage  to 
get  the  upper  hand  and  to  rule  the  household  with  a  rod 
of  iron. 

In  another  class  of  child  we  find  a  want  of  control,  not  so 
much  over  tempers,  but  over  desires,  antl  a  failure  in  the 
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gTOwtli  of  an  educated  conscience.  The  child  emerging 
troni  infancy  wants  every  toy  he  sees,  regardless  of  the 
rights  of  others.  But  as  intelligence  dawns  he  gradually 
shapes  his  actions  in  harmony  with  his  surroundings  and 
conforms  to  the  unwritten  law^s  of  the  society  in  wdiich  he 
is  reared.  The  child  with  feeble  powers  of  control  gratifies 
his  desires  without  any  regard  to  others  and  without  any 
inwaril  sense  of  shame  and  will  purloin  toys,  money,  jewel- 
lery, anything  that  attracts,  often  in  a  clever  way.  Such 
children  are  often  bright  and  clever  and  without  a  stain  on 
their  characters,  until  it  is  found  out  that  they  are  hal^itu- 
ally  stealing  from  their  playmates.  They  will  confess  up 
to  just  so  much  as  they  are  obliged,  and  will  explain  that 
they  cannot  help  it.  In  the  w^orst  and  confirmed  class  of 
case  they  are  moral  imbeciles  and  amongst  the  worst  of 
life's  failures. 

In  yet  another  class,  instead  of  a  want  of  controlling- 
power,  there  is  an  excessive  inhibition  over  action  and 
desire.  These  children  are  too  good  and  very  sensitive  to 
reproof.  "J'hey  have  a  morbid  fear  of  being  late  at  school 
and  lie  awake  half  the  night  from  anxiety  lest  they  should 
fail  to  know  their  lessons  next  day.  They  get,  perhaps^ 
more  morbid  as  time  goes  on,  accuse  themselves  of  faults 
never  committed,  surreptitiously  take  off  marks  given  them 
at  school  by  their  teachers,  are  anxious  to  be  punished  for 
sins  never  committed,  or  to  sacrifice  themselves  for  the  good 
of  others. 

What  is  likely  to  be  the  future  of  these  erratic  and 
abnormal  children  ?  Much  depends,  no  doubt,  upon 
heredity,  but  who  can  doubt  the  influence  on  their  career 
of  environment  during  early  life  ?  It  is  certain  that  an 
over-sensitive  child  w-ill  ill  withstand  the  world's  buffetings, 
and  has  more  offended  feelings  in  store  than  fall  to  the  lot 
of  ordinary  mortals.  But  assuming  they  ( are  carefully 
tended  and  there  is  no  evidence  of  j^ef^'f  mal  or  anything 
morbid,  the  future  is  hopeful  enough.  There  is,  however, 
always  a  fear  that  a  breakdown  may  come  after  puberty  or 
during  the  strain   of  early  manhood  or  womanhood.     In 
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this  class  we  are  likely  to  find  hysteria,  migraine,  and 
insanity. 

The  contrary  boy  is,  on  the  whole,  a  promising  boy  if 
placed  nnder  reasonable  control.  As  heretic  and  reformer, 
he  has  played  his  part  in  the  world's  history.  Some  of  the 
ablest  and  most  successful  men  I  know,  whose  only  fault  is 
a  weakness  for  argument,  I  feel  sure  once  walked  through 
all  the  puddles  on  the  highway  and  defied  their  nurse  at 
bedtime.  In  those  who  exhibit  a  want  of  control  over  their 
desires  we  have  the  making  of  criminals — or  shall  we  say 
successful  business  men  ? — while  those  with  over-sensitive 
and  exaggerated  self-control  may  show  in  later  years  the 
highest  forms  of  self-abnegation,  or  if  they  lose  their 
mental  balance,  are  only  likely  to  jDass  through  religious 
excitement  to  hopeless  insanity. 

While  an  over-sensitive  nervous  system  during  early  life 
may  be  accepted  as  a  warning  signal,  a  condition  of  the 
senses  and  feelings  which  can  be  described  as  morbid  is  at 
least  suggestive  of  something  worse.  Among  these  morbid 
phenomena  may  be  mentioned  the  masturbation  habit  and 
the  dirt-eating  habit,  while  a  tendency  to  eclampsia,  marked 
destructiveness,  impulses  to  scratch  and  bite,  and  cruelty 
to  animals  may  also,  perhaps,  be  included  among  morbid 
habits.  All  through  infancy  movements,  whether  simple 
reflexes  or  "  suggestion  "  reflexes  in  which  the  stimulation 
comes  through  cousciousness,  tend  to  repeat  themselves 
when  accompanied  by  a  pleasurable  sensation  and  a  habit 
becomes  established. 

The  masturbation  habit  is  not  uncommon  both  in  boys 
and  girls  as  early  as  the  sixth  or  seventh  month  of  life. 
Apparently  it  takes  its  origin  in  a  hyperaesthetic  state  of 
the  pudendal  nerves;  certain  instinctive  movements  follow 
which  give  satisfaction  and  a  habit  becomes  formed.  This 
is  seemingly  on  a  par  with  the  teat-sucking  or  thumb- 
sucking  habit.  When  hungry  or  in  discomfort  the  thumb 
or  dummy  teat  finds  its  way  to  the  mouth,  gives  satisfaction, 
and  distracts  from  the  discomfort ;  this  satisfaction  is  inten- 
sified by  the  sucking  movement  and  a  habit  is  formed  which 
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goes  on  day  or  night.  While  both  habits  are  bad,  it  is 
certain  the  masturbation  habit  "is  doubly  so,  and  ])oints  to 
a  perverted  state  of  the  nervous  system.  The  habit  appears 
more  persistent  in  boys  than  in  girls,  but  this  may  be,  as 
Dr.  J.  Thomson  has  suggested  to  me,  that  mothers  and 
nurses  discover  the  habit  in  boys  but  not  in  girls.  The 
infant  will  cross  her  legs,  work  them  vigorously,  with 
flexion  and  extension  of  the  hips,  or  sit  in  a  chair  swaying 
to  and  fro  till  almost  exhausted  and  the  perspiration  breaks 
out.  Similar  movements  may  go  on  at  night  when  half 
asleep.  The  habit  can  be  broken  b}^  a  good  nurse  with  a 
strong  personality  and  persistence ;  careful  attention  to 
health  is,  of  course,  necessar3^  Circumcision  may  be 
necessary  in  boys,  though  in  one  case  coming  under  notice 
masturbation  began  for  the  first  time  shortl}'  after  circum- 
cision. Too  much  need  not  be  made  of  this  habit,  especially 
during  infancy,  nor  need  we  attempt  to  judge  the  morality 
of  the  infant  by  the  standard  of  the  older  child  or  adult. 
He  is,  after  all,  only  the  "  raw  material  of  morality."  ^ 

The  dirt-eating  habit  is  another  instance  of  a  perverted 
morbid  taste  which  passes  into  a  habit  and  may  be  seen 
during  the  first  year  or  later.  In  its  lighter  forms  it  is  not 
uncommon  but  always  uncanny.  Perhaps  the  commonest 
form  of  pica  consists  in  picking  blankets  and  swallowing 
the  wool  or  gnawing  clothes  ;  this,  perhaps,  is  associated 
with  strano-e  tastes  as  regards  food  and  a  likino-  for  nauseous 
medicine.  As  soon  as  the  child  has  learned  to  crawl  the 
range  of  his  depredations  becomes  more  extended  and 
various  queer  objects  are  requisitioned  for  dietetic  ])ur- 
poses  :  plaster  from  the  walls,  cinders,  bits  of  paper,  slate 
pencils,  Avith  perhaps  a  special  predilection  for  licking  the 
fender  and  the  blacking  off  boots.  Taken  by  itself,  perhaps, 
dirt-eating  does  not  mean  much,  but  as  it  is  so  frequently 
associated  Avith  imbecility  and  insanity,  it  suggests  an 
abnormal  condition  of  the  nervous  system.  In  otherwise 
normal  children  the  habit  is  gradually  broken  as  time  goes 
on.  No  doubt  the  tendency  to  imitate  which  all  healthy 
*  See  '  Studies  of  Childhood,'  Sully,  p.  229. 
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children  acquire  and  a  feeling  of  shame  at  practising  baby 
ways  help  in  the  way  of  reform.  If^  however,  as  the  child 
grows  older  he  continues  to  show  morbid  tastes  as  regards 
(jueer  things,  and  if  this  is  associated  Avith  other  abnormal 
signs  or  petit  wal,  the  future  is  not  so  hopeful.  Many  of 
these  dirt-eating  children  are  sallow  and  unhealthy-looking, 
suffer  from  diarrhoea,  and  all  sorts  of  articles  which  they 
have  swallowed  make  their  appearance  in  their  stools. 

Another  habit,  more  or  less  morbid,  which  develops  at 
times  in  neurotic  infants  is  a  trick  of  suddenly  digging 
their  nails  into  the  hands  or  face  of  their  nurse  or  anyone 
who  picks  them  up.  It  comes  too  early  in  life  to  be 
described  as  viciousness ;  it  is  rather  an  impulse  which 
becomes  a  habit,  the  child  deriving  pleasure  from  noticing 
the  consternation  it  produces.  In  most  cases  the  habit  is 
gradually  broken  as  the  child  growls  older.  On  the  other 
hand,  children  who  are  more  or  less  mentally  abnormal  or 
weak  retain  some  such  habits  for  years.  They  may  be 
really  dangerous  in  their  ways  and  quite  unfit  to  play  with 
other  children  and  get  a  bad  character  as  playmates.  The 
same  heedlessness  may  be  shown  in  the  treatment  of  dogs 
and  other  domestic  animals ;  they  seem  devoid  of  sympathy 
and  heedless  of  pain.  Such  children  are  given  to  the 
mastu.rbation  habit  and  not  infrequently  suffer  from  petit 
Dial.     Their  future  is  none  too  promising. 

Time  will  not  permit  of  any  long  reference  to  the  various 
forms  of  major  and  minor  epilepsy  which  occur  in  children. 
During  early  life  we  are  constantly  reminded  of  the  close 
relation  which  exists  between  infantile  convulsions,  hysteria, 
and  the  various  forms  of  epilepsy.  We  see  in  children 
forms  of  slight  fits  in  which  there  is  no  complete  loss  of 
consciousness,  a  momentary  "  faint,"  a  stumbling  when  at 
play,  or  some  co-ordinated  movement,  such  as  making 
grimaces,  getting  up  and  sitting  down  again,  Avhich  appear 
at  first  to  the  parents  as  being  only  "tricks.-"  They  might 
pass  for  such  were  there  not  a  temporary  pallor,  a  dazed 
look,  or  perhaps  at  times  a  real  and  undoubted  convulsion. 
These  minor  fits  are  often  more  or  less  under  the  control  of 
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the  individual;  a  sharp  Avord  or  a  shake  will  ward  tlieiii  off. 
They  tend  to  grow  worse  if  much  notice  is  paid  to  them  and 
the  child  thinks  that  her  fits  are  a  source  of  interest  to  tht; 
family  circle.  'I'hey  tend  to  cure  if  treated  with  wholesome 
neglect,  a  scolding,  and  cold  water.  There  is  always  the 
fear  that  they  may  be  really  epileptic  or  drift  into  a  condi- 
tion in  which  epilepsy  alternates  with  hysteria.  Such 
attacks  are  closely  allied  to  epilepsy  and  occur  in  families 
in  which  some  member  is  undoubtedly  epileptic,  but  differ 
in  their  type  from  typical  epilepsy,  inasmuch  as  there  is  no 
complete  loss  of  consciousness,  the  movements  are  purpo- 
sive or  co-ordinated,  and  they  are  more  under  the  control  of 
the  will. 

I  am  inclined  to  think  that  such  attacks  as  I  have 
described  tend  to  get  well,  and  the  prognosis  is  much  better 
than  in  typical  epileptic  seizures.  Let  me  make  perfectly 
clear  that  the  bad  habits  and  bad  ways  which  I  have 
described,  if  occurring  in  otherwise  normal  children,  need 
not  give  rise  to  any  great  anxiety  if  they  are  accepted  as 
warning  signals.  ]f,  however,  they  persist  far  longer  than 
the  period  of  infancy,  or  when  there  is  a  combination  of 
morbid  habits  or  there  is  any  sign  of  mental  feebleness,  the 
future  must  be  regarded  as  uncertain.  Epileptic  seizures, 
however  slight,  if  associated  with  destructiveness  or  menttil 
backwardness,  are  anything  but  reassuring  symptoms  as 
regards  the  future. 

I  have  already  referred  to  the  fact  that  during  intra- 
uterine life  both  heredity  and  environment  help  to  give 
shape  to  the  human  organism.  During  infancy  we  have 
hereditary  influences  still  in  the  ascendant,  Init  in  addition 
to  these  Ave  have  the  added  influence  of  personality  and 
training.  The  brain  trebles  in  weight  during  the  first  year 
of  life  and  continues  to  increase  with  the  body  weight,  and 
who  can  doubt  that  as  the  nerve  centres  are  being  per- 
fected and  the  nerve  paths  opened  up  the  influences  brought 
to  bear  on  the  individual  will  materially  help  to  mould  the 
character  and  shape  the  future  life.  "  Very  early  in  life,^' 
to  quote  Baldwin,   '^the  infant  responds  to  suggestions  of 
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personality.  As  early  as  tlie  second  month  it  disting-uislies 
its  mother's  or  nurse's  touch  in  the  dark.  It  learns  charac- 
teristic methods  of  holding,  taking  up,  patting,  and  adapts 
itself  to  the  personal  varieties.  This  is  quite  a  different 
thing  from  the  child's  behaviour  towards  things  which  are 
not  persons.  I  think  this  is  the  child's  first  step  towards 
a  sense  of  the  qualities  which  distinguish  persons."^  The 
nurse  puts  the  infant  oft'  to  sleep  when  no  one  else  can, 
soothes  and  quiets  him  when  in  discomfort,  and  appeases 
him  when  in  fractious  mood.  During  the  first  few  months, 
when  the  infant  is  still  in  the  instinctive  stage,  the  forma- 
tion of  habit  begins.  In  the  dim  consciousness  of  these 
early  days  he  is  a  creature  of  habit.  The  infant  easily 
falls  into  serviceable  or  bad  or  morbid  habits.  Pleasures 
and  pains  lead  to  motor  discharges  or  instinctive  move- 
ments, and  movements  once  started  tend  to  become 
repeated  or  stereotyped. 

It  is  clear  beyond  doubt  that  the  personality  of  the 
mother  or  nurse  counts  for  much  during  the  earliest  months; 
the  intelligent  nurse  can  form  good  habits  in  feeding,  care, 
and  hygiene,  and  break  up  bad  ones,  when  the  careless 
nurse  will  absolutely  fail  or  the  weak  mother  utterly  despair. 
When  the  infant  passes  into  the  stage  of  intelligence  or 
conscious  imitation,  personality  counts  infinitely  more.  The 
child  is  made  up  of  two  selves,  the  self  of  habit  and  the 
self  of  accommodation. t  The  self  of  habit  and  hereditary 
tendencies  is  the  self  which  dominates  the  w^eaker  vessel 
with  which  he  comes  in  contact.  It  is  the  self  Avhich  he 
"  ejects  "  into  the  younger  children,  the  weakling  nurse, 
and  the  grandmother.  He  shows  on  this  side  the  goodness 
or  badness  of  his  breed  and  education.  The  accommodating 
self  is  the  self  that  learns,  that  imitates,  that  is  influenced 
by  the  stronger  characters  around  him,  and  which  he 
absorbs  and  transfers  to  his  habitual  self.  It  is  the  busi- 
ness of  training  and  education  to  influence  the  accommo- 

*  Baldwin,  loc.  cit.,  p.  116. 

t  See  Baldwin,  '  Social  and  Ethical  Interpretation  in  Mental  Develop- 
ment,' Y).  34. 
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dating  self.  The  child  finds  himself  stimulated  to  control 
his  impulses  and  his  desires  by  conforming  to  the  will  of  a 
stronger  and  greater  personality. 

How  much  of  the  ultimate  result^  whether  the  training 
and  environment  be  good  or  bad,  depends  upon  hereditary 
influences  we  all  must  admit.  But  there  are  few  children 
indeed  of  normal  intelligence  that  will  not  be  gradually 
brought  under  the  influence  of  those  with  whom  they  come 
in  contact.  Much  depends  upon  heredity  and  much  on 
parents.  How  many  are  equal  to  the  task  ''  I  will  not  say 
hard  things  of  the  class  of  parent  to  whom  the  nursery  is 
an  unexplored  country  and  who  giye  to  Idlliards  and 
bridge  what  was  meant  for  mankind;  rather  let  me  insist 
on  the  harm  which  is  done  by  devoted  parents  in  the  direc- 
tion of  over-care  and  over-indulgence.  Every  intelligent 
parent  recognises  the  evils  of  carelessness  ;  perhaps  few 
think  of  the  evils  wrought  to  the  infant  or  child  that  is 
never  allowed  to  lead  a  natural  life  and  is  protected  from 
every  wind  that  blows.  Over-anxiety  and  over-care  make 
a  bad  school  for  neurotic  children  for  learning  self-restraint 
aud  self-control.  The  child  quickly  accepts  the  situation 
that  he  is  the  centre  round  which  all  the  household  moves. 
He  soon  learns  that  he  must  not  be  allowed  to  cr}^  and  cry 
he  does  till  he  gets  what  he  wants.  AVith  the  laudable 
desire  to  give  pleasure  to  the  children  and  make  them 
happy  they  are  over-indulged  in  every  luxury  and  every 
excitement  that  appeal  to  the  emotional  side  of  their  nature. 
How  great  the  harm  done  to  the  present-day  neurotic  child 
by  a  life  of  excitement  no  mortal  man  can  assess.  A 
world-wide  authority  in  an  address  given  the  other  day 
said  :  "Young  people  should  go  tii'ed  to  bed  and  have  no 
time  for  vmhealth}'  excitement.'^  And  may  I  with  no  un- 
certain voice  plead  as  a  cure  for  the  neuroses  of  the 
twentieth-century  child  hard  work  and  hearty  ]>lay,  :i 
simple  and  a  healthy  life. 

{Ddivered  May  tlit  l{)t]i,  1905.) 
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S9.  CLINICAL  CASES  AND  PATHOLOGICAL  SPECI- 
MENS SHOWN  AT  THE  CHILDREN'S  HOSPITAL, 
SHEFFIELD.* 

Clinical  Cases. 
Dr.  C.  N.  GwYNNE  (Sheffield)  : 

(1)  A  case  of  congenital  dislocation  of  the  hip,  treated 
by  the  open  method. 

(2)  Two  cases  of  congenital  dilatation  of  the  colon. 

(3)  A  case  of  multiple  tubercular  foci. 

(4)  A  case  of  infantile  paralysis  of  the  leg,  treated  by 
arthrodesis.  A  case  of  calcaneo-valgus  treated  by  the  same 
method  was  also  shown. 

(5)  Excision  of  the  knee  for  tubercular  disease. 

(6)  Case  of  (?)  Hodgkin's  disease. 
Dr.  C.  H.  WiLLEY  (Sheffield)  : 

A  case  of  pseudo-hypertrophic  paralysis. 
Dr.  J.  H.  WiLKS  (Sheffield)  : 

(1)  Five  cases  of  congenital  dislocation  of  the  hip. 

(2)  Strangulated  hernia  in  a  baby  2  weeks  old.  Opera- 
tion.    Recovery. 

(3)  A  case  of  paralysis  of  the  3rd,  6th,  and  7th  nerves. 

(4)  A  case  of  huge  najvns.    Operation  refused.    Recovery. 

(5)  A  case  of  congenital  pulmonary  stenosis. 
Mr.  SoiEON  Snell  (Sheffield)  : 

(1)   Cases  of  blindness  from  congenital  defects. 
Dr.  Thomas  H.  Morton  (introduced)  (Sheffield)  : 

(1 )  A  case  of  malformation  of  the  spine  and  side. 

(2)  A  case  of  malformation  of  the  hand. 

(3)  A  case  of  Dupytren's  contraction  of  the  hand. 

(4)  A  case  of  enlargement  of  the  liver. 
Dr.  Harold  Leader  (introduced)   (Sheffield)  : 

(1)  Three  cases  of  Erb's  paralysis. 

(2)  A  case  of  splenic  enlargement. 

*  Prior  to  the  formal  opening-  of  the  proceedings  of  the  Provincial 
Meeting  at  Sheffield,  from  2.30  to  4.30  p.m.,  on  Saturday,  June  the  17th, 
1905. 
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Pathological  Specimens-. 

Professor  Arthur  Hall  (introduced)  (Sheffield)  ex- 
lii])ited  a  series  of  pathological  specimens  from  the  Museum 
of  the  Medical  Department  of  the  Sheffiekl  University, 
includino'  (1)  hydrocephalus,  (2)  tubercular  tumours  of 
the  brain  and  cerebellum,  (81  abscesses  of  the  brain, 
(4)  meningitis,  (5)  granular  kidneys  in  childhood,  (6) 
Hodgkin's  disease,  (7)  meningocele,  (8)  cirrhosis  of  the 
liver. 

Dr.  J.  Gr.  Emanuel  (Birmingham)  :  Congenital  oblitera- 
tion of  the  bile  ducts. 

Dr.  J.  H.  Wilks  (Sheffield)  :  Impei'forate  rectum. 

Dr.  Harold  Leader  (introduced)  (Sheffield)  :  Kidneys 
and  mediastinal  growth  from  a  case  of  lympho-sarcoma. 


90.  A  CASE  OF  OSTEOMYELITIS  WITH  SUPPURA- 
TIVE PERICARDITIS  TREATED  BY  INCISION" 
AND  DRAINAGE;    RECOVERY. 

By  C.    N.   GWYNNE,    M.Ch. 

Gertrude  P — ,  aged  7  years,  was  admitted  into  the 
Chddren^s  Hospital,  Sheffield,  on  August  the  7th,  1903, 
suffering  from  osteomyelitis  Avith  pericarditis. 

History. — She  was  quite  healthy  until  July  the  30th, 
Avhen  she  complained  of  pain  in  the  right  hip-joint  when 
she  walked.  Her  mother  iioticed  a  swelline"  below  the 
joint,  and  on  August  the  4th  a  smaller  swelling  was  noticed 
about  the  left  wrist-joint. 

Present  conclition. — Pulse  120  to  the  minute.  Tempera- 
ture 102°  F.  Respirations  24  to  the  minute.  The  face 
is  flushed  and  anxious,  and  the  child  looks  very  ill. 
The  pupils  are  rather  dilated,  equal,  and  active.  The  tongue 
is  coated.     The  right  thigh  is  swollen,  tense,  red  and  tender 
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in  front  and  to  the  outer  side.  The  hips  and  knee  ai'e  not 
involved.  The  riy-lit  lower  radial  epiphysis  is  enlarged, 
red,  and  tender,  but  the  wrist-joint  is  not  involved.  8he 
answers  questions,  hut  wanders  in  her  answers,  and  she  is 
ver}^  restless. 

August  the  8th,  1903. — An  incision  was  made  over  the 
lower  part  of  the  fennxr,  and  pus  was  found  nnder  the  perios- 
teum. An  incision  was  also  made  over  the  lower  end  of 
the  left  radius,  and  the  bone  was  di-illed,  but  there  was  no. 
pns  in  the  medulla.     Pus  was  found  under  the  periosteum. 

August  the  11th. — The  temperature  went  up  this  morn- 
ing, and  she  was  found  to  have  right  parotitis  and  peri- 
carditis. 

August  the  13th. — The  parotid  swelling  was  opened. 
There  was  no  discharge. 

August  the  16th. — Two  drachms  of  thick  cheesy  pus 
came  from  the  parotid  wound. 

Auo-ust  the  21st. — Dulness  was  detected  on  the  left  side 
of  the  chest.  An  exploring  needle  was  inserted  between  the 
sixth  and  seventh  ribs  in  the  mid-axillary  line,  and  pus  was 
found.  Under  CHCI3  a  portion  of  the  sixth  rib  was  excised, 
but  no  pus  was  found.  The  wound  was  stitched  up,  and 
an  incision  made  over  the  pericardium.  This  was  opened 
and  about  ^x  of  pus  escaped.  A  rubber  tube  was  inserted, 
and  the  wound  dressed  with  gauze.  The  child  became 
much  collapsed  during  the  operation,  and  an  injection  of 
strychnine  was  given.  She  recovered  quickly  after  being 
put  to  bed. 

August  the  22nd. — The  Avounds  were  dressed;  discharge 
of  pus  was  free. 

August  the  26th. — The  rib  wound  in  the  axilla  had 
healed.  Pus  still  coming  freely  from  the  pericardial 
wound. 

August  the  30th. — Tube  removed  from  the  pericardium. 
Heart  sounds  clear. 

September  the  8th. — Less  discbarge  from  the  pericar- 
dium, more  from  the  right  leg ;  arm  wound  looking 
o-ano-renous. 
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.Septoinbei'  the  9tli. —  Poultices  applied  to  the  anu  every 
three  lioui-s. 

Sejitember  the  11th. — Ann  wound  iuiproving-.  Theriu'lit 
leo'  and  foot  mueh  swollen  and  painful.  Under  CHCl;. 
nn  incision  was  made  in  the  upper  thigh ;  no  pus  found^ 
tube  inserted.  An  incision  was  then  made  on  the  outside 
of  the  leg  ;  no  pus  founds  and  the  wound  was  stitched  u]). 

Se])tember  the  15th. — The  wound  in  the  right  leg  was 
closed.  An  abscess  Avas  found  in  the  calf  of  the  right  leg 
and  opened. 

September  the  25th. — The  wound  last  made  was  now 
healed. 

October  the  3rd.-^Child  putting  on  flesh  and  looking 
well  lately. 

November  the  ord. — The  temperature  to-day  ran  up  to 
103°  F.  Pain  was  complained  of  at  the  lower  end  of  the 
right  femur,  which  was  relieved  by  hot  fomentations. 

December  the  11th. — The  cicatrix  at  the  lower  end  of 
the  right  femur  found  to  be  breaking  down ;  a  probe  goes 
in  :^th  inch,  but  does  not  reach  bare  bone.  Dressed  with 
red  lotion. 

Decemljer  the  21st. — Cicatrix  healed. 

June  the  7th,  1904. — Pafie)it  discltarged.  All  wounds 
healed.     Heart  sounds  perfect. 

April  the  5th,  1905. — Patient  re-admitted  into  hospital. 
Since  leaving  the  institution  she  has  been  perfectly  well 
and  going  to  school  reg•ularl3^  Ten  days  ago  she  com- 
plained of  pain  over  the  lower  end  of  the  right  femur  and 
in  the  popliteal  space.  Three  days  after  that  the  old 
Avound  at  the  lower  end  of  the  femur  broke  down,  and 
has  discharged  ever  since.  A  second  opening  appeared 
in  the  popliteal  space,  and  this  also  discharged. 

On  admission. — Patient  appears  to  be  in  excellent  health. 
She  complains  of  pain  above  the  right  knee,  which  is  red, 
swollen,  and  tender.  There  are  three  discharging  wounds — 
one  on  the  outer  side,  one  on  the  inner  side  of  the  lower  end 
of  the  femur,  and  one  in  the  popliteal  space.  There  are  old 
cicatrices  at  various  parts  of  the  body — one  over  the  lower 
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end  of  the  left  radius,  one  over  the  6th  rib  in  the  axillary 
line,  one  over  the  pericardium,  one  over  the  upper  and  outer 
side  of  the  right  thigh,  one  over  the  upper  and  outer  surface 
of  the  right  leg,  and  one  behind  the  calf  of  the  right  leg. 
All  these  are  quite  sound.  The  heart's  apex  beat  is  visible 
and  palpable  in  the  sixth  interspace  about  h.  inch  inside 
tlie  nipple  line.  It  lies  just  beneath  the  old  cicatrix.  The 
heart  sounds  are  pure  and  good  ;  there  is  slight  irregularity 
in  rhythm.  The  lungs  are  normal.  Hot  fomentations 
were  applied  to  the  lower  end  of  the  right  femur. 

April  the  10th. — The  fomentations  have  removed  all 
pain  and  swelling  from  the  leg.  Under  CHCI3  the  dis- 
charging woundswere  examined  and  the  openings  enlarged. 
Bare  bone  was  easily  reached  in  all  directions,  but  as  the 
sequestrum  was  not  loose  it  was  left  alone.  The  sinuses 
were  scraped  and  plugged. 

April  the  19th. — All  the  wounds  are  quite  healed  now. 

{Read  at  the  Provincial  Meeting,  Sheffield,  Saturday,  June 
the  11th,  1905.) 

Discussion. 

Mr.  li.  Betham  Robinson  said  the  point  which  occurred  to 
him  as  of  interest  in  the  case  narrated  by  Dr.  Grwynne  was  the 
associated  complication  of  parotitis.  He  believed  it  to  be  the 
general  opinion  that  the  bulk  of  tlie  cases  of  parotitis  Avere  seen 
in  relation  to  abdominal  disease,  but  at  the  present  time  it  was 
open  to  doubt  if  there  was  any  special  relation  to  the  abdominal 
lesions,  but  rather  that  the  parotitis  was  dependent  upon  some 
septic  condition  inside  the  mouth.  He  asked  whether  there  was 
anything  in  the  present  case  pointing  to  such ;  was  the  mouth 
in  a  nasty  condition  ?  If  not,  was  there  any  other  particular 
reason  for  the  parotitis  ? 

Dr.  C.  N.  Qwynne  (Sheffield),  in  reply,  said  that  during  the 
child's  very  septic  condition  the  tongue  and  the  mouth  generally 
were  in  a  very  nasty  state,  but  he  thought  there  was  nothing 
present  to  justify  the  belief  that  the  parotitis  was  due  to  that. 
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91.  A  CASE  OF  TUBERCLE  OF  THE  CHOROID,  PRE- 
SENTING CERTAIN  CLINICAL  AND  PATHO- 
LOGICAL   PECULIARITIES. 

By   GEORGE   CARPENTER,  M.D., 

AND 

SYDNEY   STEPHENSON,  CM. 

In  our  collective  experience  tubercle  of  the  choroid  is 
scarcely  sufficiently  uncommon  to  justify  the  publication  of 
a  single  case.  At  the  same  time,  the  one  we  are  about 
to  relate  possesses  some  clinical  and  pathological  peculiari- 
ties marked  enough  to  warrant  a  brief  account  of  its  main 
features. 

The  facts  are  as  follows  : 

Ada  S — ,  aged  3  years,  was  admitted  into  the  North- 
Eastern  Hospital  for  Children,  London,  on  July  the  23rd. 
1903,  suffering  from  "  bronchitis  and  convulsions."  Accord- 
ing to  the  history,  the  child  had  been  well  until  about  two 
weeks  before  admission,  when  she  was  noticed  to  breathe 
noisily  at  night  and  to  be  short  of  breath  during  the  day- 
time. The  personal  history-  was  unimportant,  except, 
possiblj^  for  the  fact  that  the  child  had  contracted  measles 
when  12  months  of  age.  The  parents  were  healthy.  There 
was  no  family  histor}^  of  tubercle,  although  it  is  somewhat 
significant  that  the  other  children  in  the  family  are  said  to 
be  subject  to  bronchitis. 

Upon  admission. — The  child,  whose  weight  is  24|-  lbs., 
has  a  slight  cough,  but,  beyond  a  few  rhonchi  at  the  base 
of  each  lung,  no  physical  signs  can  be  made  out  in  the  chest. 
Temperature  101°  F.,  pulse  124  to  the  minute,  respiration 
52  to  the  minute. 

Progress  and  termination. — July  the  29th,  1903 :  The 
spleen  can  be  felt  to  extend  H  fingers' -breadths  below  the 
costal  margin.  The  child  now  weighs  24  lbs.,  or  a  decrease 
of  4  ozs.  as  compared  with  the  weight  on  admission  into 
hospital.     August  the  4th,  1903  :  The  child's  temperature 
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since  admission  lias  ranged  from  97"6°  F.  to  103°  F.,  and 
has  usually  shown  a  tendency  to  rise  at  night  to  within 
102°  F.  and  103°  F.  Respirations  have  varied  from  a 
minimum  of  32  to  a  maximum  of  76  per  minute.  The 
pulse-rate  has  been  from  100  to  160  per  minute,  and  it 
may  be  noted  that  the  rate,  as  a  rule,  has  been  somewhat 
less  at  night  than  in  the  morning.  The  respirations  are 
rapid  and  somewhat  laboured,  and  the  slightest  exertion 
brings  on  dyspnoea  and  cyanosis.  Eesonant  note  all  over  the 
chest ;  a  few  rhonchi  and  rales  can  be  heard.  August  the 
6th,  1903  :  Beyond  a  few  bronchitic  accompaniments  little 
to  be  heard  in  chest,  which  is  resonant.  The  respirations 
are  very  frequent  (64  to  92  per  minute)  and  out  of  all 
proportion  to  the  physical  signs  that  are  present.  The 
liver  and  the  spleen  are  slightly  enlarged.  Temperature 
100°  F.  to  102°  F.;  pulse-rate  152  to  168  per  minute. 
Ophthalmoscopic  examination  revealed  the  following  con- 
ditions :  Neither  optic  papilla  is  well  defined ;  retinal  veins 
large  and  somewhat  tortuous;  retinal  arteries  relatively 
small  and  inconspicuous.  Each  fundus  oculi  (see  Plate  III) 
contains  numerous  fawn-coloured  tubercles,  ranging  in 
size  from  those  that  are  almost  equal  to  the  optic  disc  in 
diameter  to  others  having  a  diameter  about  equal  to  one 
quarter  of  the  disc.  They  are  round  or  oval  in  shape,  and 
are  discretely  arranged  almost  exclusively  in  the  neighbour- 
hood of  the  optic  disc  and  yellow  spot — that  is  to  say,  in 
the  so-called  "  central  region"  of  the  fundus.  The  yellow 
spot  region  itself  is  not  invaded.  Several  of  the  tubercles 
are  crossed  by  the  retinal  vessels,  w^hich  manifest  no  local 
chano-es.  The  number  of  individual  tubercles  in  each  eye 
was  computed  as  twelve.  Close  examination  by  the  direct 
method  showed  that  the  fawn-coloured  surface  of  individual 
tubercles  was  stippled  with  fine  retinal  pigment  which,  for 
that  matter,  was  present  over  the  unaffected  parts  of  the 
fundus. 

In  face  of  the  foregoing  discovery,  a  diagnosis  of  acute 
miliary  tuberculosis  was  made  upon  this  date  (August  the 
6th,  1903). 
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The  child  died  comatose  on  August  the  11th,  1903 — that 
is  to  say,  thirty-three  days  after  the  beginniug  of  the  ill- 
ness, nineteen  days  after  admission  into  the  lios])ital,  and 
five  days  after  the  diagnosis  was  made. 

Autopsij. — The  post-mortem  examination^  made  twenty 
liours  after  death,  revealed  typical  acute  miliary  tubercu- 
losis, affecting  specially  the  lungs,  spleen^  and  choroid. 
The  protocol  was  as  follows  :  The  lungs  were  very  oedema- 
tous  and  studded  with  numerous  miliary  tubercles,  but 
neither  3^ellow  nodules  nor  caseation  were  seen.  The  pleura 
was  free  from  tubercle.  A  few  tubercles  were  found  in 
the  pei'icardium.  Although  the  bronchial  glands  were  not 
much  enlarged,  yet  some  of  them  included  tubercles.  The 
bronchi  contained  mucus  in  some  quantity.  The  larynx 
and  trachea  were  free  from  morbid  changes.  The  brain 
was  normal,  except  for  the  presence  of  a  few  fine  miliary 
tubercles  in  the  Sylvian  fissure  and  on  the  cerebellum. 
Miliary  tubercles  were  also  found  in  the  spleen,  kidneys, 
and  liver,  the  latter  of  Avhich  showed  fatty  changes.  The 
mesenteric  glands  were  not  enlarged.  There  were  several 
ulcers  (?  tuberculous)  on  the  external  surface  of  the  ileum, 
although  none  Avere  found  in  its  mucous  membrane. 
Bladder,  uterus,  ovaries,  and  peritoneum  were  free  from 
tubercle. 

Pieces  of  the  lungs  and  spleen  were  removed  for  micro- 
scopic examination.  The  eyes  were  placed  unopened  in 
formol,  10  per  cent. 

Microscojncal  examination. —  {a)  The  spleen  presented  a 
typical  picture  of  tuberculosis,  being  literally  riddled  with 
many  giant-cell  systems  of  the  most  characteristic  kind. 
Tubercle  bacilli  were  found,  {h)  The  hcngs,  or  at  least 
those  parts  submittad  to  the  microscope,  also  revealed 
numerous  miliary  tuoercles.  The  inteiwening  areas  Avere 
consolidated.  The  consolidation  consisted  of  cellular  pro- 
ducts in  the  alveoli.  Some  of  the  cells  were  of  very  large 
size,  but  for  the  most  part  were  of  moderate  diameter  with 
single  nuclei.  The  alveoli  in  many  cases  contained  also 
cells  with  horse-shoe  shaped  and  multiple  nuclei.    In  parts 
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the  alveoli  Avere  stuffed  with  fibrin  plug's  which  contained 
but  few  cellulai-  elements.  Infrequently  a  combination  of 
the  catarrhal  and  the  fibrinous  process  was  noticed.  The 
alveolar  walls  were  thick,  proliferating,  and  engorged.  The 
bronchial  tubes  had  shed  their  mucous  membrane  and  the 
smaller  ramifications  were  stuffed  with  cellular  products. 
Tubercle  bacilli  were  demonstrated  without  difficulty,  (c) 
The  eyes  were  frozen,  and  bisected  in  a  plane  parallel  to 
the  horizontal  meridian.  Each  hemisphere  thus  obtained 
was  divided  into  an  anterior,  a  middle,  and  a  posterior 
third,  each  of  which  was  then  imbedded  in  celloidin  and 
cut  for  the  microscope.  Slight  inflammation  of  the  optic 
nerve  was  present,  as  evidenced  by  the  swelling  of  tlie 
papilla,  the  increased  number  of  nuclei  and  of  papillary 
vessels  in  the  nerve,  and  the  exudation  of  inflammatory 
products  into  the  intersheath  space. 

Beyond  this  neuritis,  the  only  ocular  lesions  found  were 
those  characteristic  of  acute  disseminated  miliary  tuber- 
culosis, namely,  local  accumulations  of  small  round  cells, 
with  a  few  giant  cells  of  the  Langenhans  type,  situated  in 
the  thickness  of  the  choroid,  and  free  from  pigment.  Some 
of  the  choroidal  tubercles  showed  more  or  less  central 
areas  of  caseation,  as  evidenced  by  the  absence  of  defined 
elements  and  imperfect  or  peculiar  reaction  to  such  stains 
as  haematoxylin,  eosin,  acid  fuchsin,  and  picric  acid.  Some 
of  the  choroidal  tubercles  showed  vertical  or  transverse 
sections  of  the  choroidal  vessels,  the  walls  of  which  had 
undergone  endarteritis. 

There  were  two  pathological  curiosities  about  the  speci- 
mens. In  the  first  place,  there  appeared  to  be  in  places  a 
general  infiltration  of  the  choroid  with  small  round  in- 
flammatory cells ;  and,  secondly,  a  few  outlying  areas  of 
tubercle  of  the  retina  were  found. 

Plate  IV  (Fig.  1)  represents  a  typical  tubercle  forma- 
tion in  the  choroid.  A  fusiform  mass  of  small  round 
cells  occupies  practically  the  entire  parenchyma  of  the 
choroid  between  the  lamina  vitrea,  which  is  intact,  and 
the  supraclioroid,  which   is  also  preserved.     Towards  the 


PLATE   III. 

Illustrating  Dr.  George  Carpenter  and  Mr.  Sydney  Stephen- 
son's Case  of  Tubercle  of  the  Clioroid.  presenting  certain 
clinical  and  pathological  peculiarities. 

Fig.  1. — Right  eye,  erect  image,  Ada  S — -,  aged  3  years.  Disseminated 
tubercle  of  the  choroid,  confirmed  pathologically.  The  child  died  from 
general  miliary  tuberculosis,  August  the  11th,  1903. 

Fig.  2. — Left  eye,  erect  image,  Ada  S — ,  aged  3  years.  Disseminated 
tubercle  of  the  choroid,  confirmed  pathologically.  The  child  died  from 
general  miliary  tuberculosis,  August  the  11th,  1903. 


Eeports  of  thk  Society  for  the  Study  of  Disease  in  Children.  Vol.  V,  Plate  III, 


Ki.i.   1. 


Fig.  2. 

Dr.  George  Carpenter's  and  Mr.  Sydney  Stephenson's  Case  of  Tubercle 
of  the  Choroid. 


Adla>ii  er  Son,  Iiiipr. 
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centre  of  the  tubercle  lie  six  giant  cells,  the  nuclei  of  wjiieli 
are  arranged  towards  the  periphery.  It  will  be  noticed  that 
the  pigment  layer  of  the  retina  is  in  place.  A  close  exa- 
mination of  the  choroid  beyond  the  tuberculous  formation 
will  C(jnvince  the  attentive  observer  that  the  choroid  con- 
tains a  number  of  small  round  cells.  In  other  words,  in  this 
particular  case  a  kind  of  general  tuberculous  choroiditis  is 
present,  in  addition  to  the  simple  deposition  of  miliary 
granulomata.  A  few  of  the  sections  showed  outstanding 
nodules  of  retinal  tuberculosis — i.  e.  nodules  occurring  in- 
dependently of  the  choroidal  de])osits.  Plate  TV  (Fig.  2) 
represents  one  of  these  nodules.  It  is  sharply  bounded 
externally  by  the  retinal  pigmented  epithelium,  here  cut 
rather  on  the  slant.  The  inner  nuclear  layer  can  be  traced 
over  the  nodule  almost  in  an  unbroken  layer.  The  nodule 
itself  is  composed  of  elements  almost  identical  with  the 
neurons  of  the  outer  nuclear  layer,  witli  which,  indeed,  it 
appears  to  be  structurally  continuous.  No  other  elements 
can  be  recognised  in  the  nodule,  a  point  that  at  once  raises 
the  question  whether  it  is  to  be  regarded  as  tuberculous  at 
all.  Whatever  hesitation  we  might  have  felt  upon  this 
point  at  first  Avas  conclusively  laid  at  rest  later  by  finding 
a  couple  of  tubercle  bacilli  in  one  of  the  retinal  nodules. 
Tubercle  bacilli  were  also  demonstrated  in  several  of  the 
choroidal  deposits  in  more  or  less  close  relationship  with 
the  giant  cells.  The  anterior  part  of  the  eye,  including  the 
iris  and  ciliary  body,  included  no  tuberculous  deposits. 

.Comments. — This  case  illustrates  once  again  a  fact  that 
can  scarcely  be  too  widely  recognised,  namely,  that  by  far 
the  most  trustworthy  sign  of  acute  miliary  tuberculosis  is 
furnished  l)y  the  discovery  of  tubercles  in  the  choroid  coat 
of  the  e3"e.  As  regards  the  present  case,  the  progressive 
wasting,  the  oscillating  temperature,  the  rapid  pulse,  the 
cyanosis,  and  especially  the  hurried  respirations  without 
adequate  physical  causes,  undoubtedly  pointed  to  acute 
tuberculosis  as  the  probable  underlying  disease.  The  con- 
dition, however,  could  never  have  been  diagnosed  with 
certainty    on    that    slender    evidence.       The    discovery    of 
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tubercles  in  the  choroid  settled  the  matter  once  and  for  all, 
in  a  way  that  nothing  else  could  possibly  have  done. 
Despite  recent  statements  to  the  contrary,  we  repeat  that 
tubercle  of  the  choroid  is  not  uncommon.  We  recall  the 
fact  that  in  a  former  communication  upon  the  subject 
('Eeports/  vol.  i,  1901,  p.  169)  we  found  it  to  be  present  in 
exactly  50  per  cent,  of  the  forty- two  cases  of  acute  miliary 
tuberculosis  and  tuberculous  meningitis  that  we  examined 
with  the  ophthalmoscope.  It  is,  therefore,  not  only  a 
certain  but  also  a  common  sign  of  the  conditions  named. 

The  present  case,  as  we  have  already  said,  presents  two 
peculiarities,  viz.  a  clinical  and  a  pathological  one.  The 
usual  clinical  picture  of  acute  tubercle  of  the  choroid,  as 
we  have  pointed  out  before  {loc.  cit.),  is  that  of  one  to  three 
round,  oval,  or  reniform  areas,  of  usually  fawn  colour,  and 
not  sensibly  raised,  situated  near  the  optic  disc  and  macula 
lutea.  The  characteristic  lesion,  as  we  then  stated,  is 
generally  small,  single,  and  limited  to  one  eye.  The  case 
just  related  is  therefore  altogether  exceptional,  since  the 
choroidal  deposits  are  present  in  both  eyes,  are  multiple, 
and,  speaking  broadly,  are  of  unusually  large  size. 

The  pathological  invasion  of  the  retina  by  tubercle  is,  in 
our  experience,  most  uncommon.  We  have  searched  through 
dozens  of  microscopical  specimens,  taken  from  upwards  of 
twenty  instances  of  tubercle  of  the  choroid,  without  having 
succeeded  in  finding  this  change,  except  in  specimens  taken 
from  the  present  patient.  It  may  be  safely  assumed,  there- 
fore, that  foci  in  the  retina  in  association  with  miliary 
tuberculosis  of  the  choroid  are  anything  but  common.  An 
even  more  uncommon  finding  would  be  a  deposit  of 
tubercle  in  the  retina  apart  from  any  choroidal  change. 
Yet  such  cases  have  been  reported,  amongst  others,  by 
W.  A.  Brailey  (2),  O'Sullivan  and  Story  (3),  Sattler  (4), 
and,  quite  recently,  by  A.  Knapp  (5),  Spalding  (6),  and 
Hancock  (7). 
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92.    DEATH   AFTER    INSERTING    A   NEEDLE    FOR 
SUPPOSED   EMPYEMA. 

By  JOSEPH  H.  WILKS,  B.C. 

The  point  of  interest  in  the  following  case  consists  in 
the  fact  that  the  insertion  of  an  exploratory  needle  into 
the  left  side  of  the  chest  was  almost  instantly  fatal. 

The  facts  are  as  follows  : 

Thepatient,  a  female  child,  aged  3  years,  was  admitted 
into  the  Sheffield  Children's  Hospital  on  April  the  14th, 
1905,  with  a  history  that  six  months  previously  she  had 
had  measles,  from  which  she  had  never  properly  recovered  ; 
but  with  the  exception  of  this  illness  she  had  always  been 
a  healthy  child.  On  admission  her  temperature  was  101°  F. 
She  was  sufficiently  plump  and  well  nourished,  and  did  not 
seem  distressed  in  breathing,  but  was  troubled  with  a 
peculiar  "  brassy "  -cough,  and  there  was  slight  clubbing 
of  the  fingers. 

Examination  of  the  chest  showed  a  fair  amount  of  move- 
ment of  the  thoracic  wall,  but  it  Avas  less  on  the  left  than 
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on  the  right  side.  Pulsation  was  unduly  marked  around 
the  apex  of  the  heart  over  an  area  of  about  1\  inches, 
and  there  was  a  faint  mitral  systolic  murmur.  The  apex 
beat  was  in  the  fifth  space,  just  outside  the  nipple  line. 
There  was  duhiess  to  percussion  all  over  the  left  side, 
being  especially  evident  in  the  supra-scapular  region. 

On  auscultation  the  respiratory  sounds  on  the  left  side 
were  nowhere  well  heard,  were  universally  weak,  and  had 
a  soft  "blowing"  character,  with  prolonged  expiration. 
Over  the  lower  two  thirds  anteriorly  they  were  scarcely 
heard  at  all. 

Posteriorly  they  were  "  tubular "  all  over  and  very 
weak,  and  no  crepitations  were  detected.  On  the  right 
side  the  percussion  note  appeared  to  be  normal,  but  the 
breath  sounds  were  unduly  harsh.  The  chief  feature  of 
the  respiratory  sounds  was  their  weakness  and  soft  blowing 
or  tubular  character. 

The  next  day,  the  physical  signs  being  the  same,  an 
exploring  needle  was  inserted  by  the  house-physician  by 
my  request  and  in  my  presence.  No  antesthetic  was  used, 
and  the  child  was  kept  lying  down.  The  puncture  was 
made  in  the  eighth  space,  just  below  the  angle  of  the  left 
scapula,  and  a  few  small  flakes  of  "  curdy "  pus  were 
withdrawn,  with  some  blood.  Immediately  afterwards 
blood,  of  a  dai"kish  hue,  was  seen  to  be  issuing  in  a  con- 
tinuous stream  from  the  needle,  and  almost  simultaneously 
the  child  gave  a  cough,  and  expelled  some  blood  from  its 
mouth  on  to  the  pillow.  The  needle  was  instantly  with- 
drawn and  a  finger  placed  over  the  site  of  puncture.  The 
pupils  dilated,  the  sphincter  ani  relaxed,  the  lips  changed 
colour,  and  no  efforts  at  respiration  were  made.  The  child 
appeared  to  be  moril)und  at  once,  and  it  was  apparent  from 
the  first  that  its  condition  was  extremely  grave.  The  fauces 
were  cleared,  and  artificial  respiration  commenced,  and  a 
few  gasps  were  produced,  but  no  proper  inspiratory  effort. 
Five  miriims  of  adrenalin  solution  and  gr.  -^-^  of  strychnine 
were  injected  hypodermically.  The  foot  of  the  bed  was 
elevated,  and  cloths  wrung  out  of  hot  water  applied  to  the 
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precordiuni.  The  adrenalin  injections  were  twice  repeated, 
and  saline  solution  given  per  rectwiii.  The  artificial  respi- 
ration was  continued  for  almost  an  hour,  but  from  the 
first  no  sign  of  recovery  was  shown.  It  was  thought 
that  an  intercostal  vessel  might  have  been  wounded;  as 
against  this,  percussion  of  the  chest  showed  no  alteration 
of  the  dulness ;  but  on  the  other  hand,  through  the  abdo- 
minal wall  an  increasing  fulness,  amounting  to  a  slight 
bulging  in  the  epigastric  region,  was  plainly  visible,  suggest- 
ing the  entrance  of  blood  into  the  stomach  either  through 
a  puncture  or  through  being  swallowed.  For  a  short  time 
blood  continued  to  fiow  passively  out  of  the  mouth,  and 
then  from  the  nostrils  in  addition,  becoming  of  a  darker 
coffee-ground  colour. 

At  the  post-mortem  examination  two  days  later,  the 
larynx,  trachea,  heart,  and  lungs,  were  removed  en  masse. 
The  left  pleura  was  found  to  be  adherent  to  the  chest-wall 
all  over,  and  also  to  the  diaphragm.  There  were  a  few 
small  clots  on  the  surface  of  the  lung  at  the  site  of  jDunc- 
ture.  The  left  lung  appeared  appreciably  smaller  than 
the  right,  and  to  have  a  firmer  consistency  ;  so  that  it 
roughly  retained  the  shape  and  moulding  of  the  pleural 
cavity.  The  area  of  the  heart  left  uncovered  by  the  retrac- 
tion of  the  lung  was  especially  noticeable,  and  the  lung 
itself  had  numerous  small  grey  tubercles  dotted  all  over 
it.  The  site  of  puncture  by  the  needle  was  seen  about  an 
inch  from  the  base  of  the  lung  whose  substance  it  had 
penetrated  for  a  short  distance.  Pressure  at  this  point 
caused  blood  to  flow  out,  and  section  through  the  puncture 
showed  an  absence  of  healthy  lung-tissue  which  had  been 
partially  replaced  by  more  solid  and  indurated  areas  con- 
taining a  number  of  small  caseous  foci.  The  smaller  bronchi 
were  occupied  by  blood-clots  and  puriform  exudations, 
which  were  easily  dislodged  by  squeezing.  There  were  no 
blood-clots  in  the  upper  lobe,  but  the  larger  bronchi  and 
trachea  were  full  of  blood-stained  frothy  mucus. 

Professor  Arthur  Hall,  of  University  College,  Sheffield, 
made  a   microscopical  examination  of   the  heart   and  left 
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lung,  and  reported  as  follows  :  "  Section  of  lung  is  tuber- 
culous, with  well-marked  peri-bronchial  inflammation,  and 
a  more  or  less  irregular  broncho-pneumonia.  The  heart 
appears  to  be  in  a  condition  of  cloudy  swelling  of  the 
muscle-fibres,  but  there  is  no  evident  fatty  degeneration." 

The  lower  lobe  of  the  right  lung  was  engorged  and 
appeared  to  be  in  an  early  stage  of  red  hepatisation,  and 
there  were  also  a  few  scattered  miliary  tubercles.  Situated 
at  the  bifurcation  of  the  trachea  was  a  much  enlarged 
gland,  occupied  by  softened  disintegrating  caseous  mate- 
rial. The  stomach  contained  a  quantity  of  dark  altered 
blood,  part  of  which  was  in  clots.  It  was  estimated  that  the 
quantity  of  blood  lost  did  not  amount  to  more  than  six  ounces. 

Pericardium. — This  was  almost  completely  left  uncovered 
by  retraction  of  the  lung.  It  contained  about  1  oz.  of 
clear  serous  fluid.  Heart-muscle  pale  and  yellowish  in 
colour,  and  flabby,  weight  2^  oz.  Right  ventricle  dilated. 
A  few  small  whitish  nodules  were  noticeable  along  the  free 
edge  of  the  mitral  valve,  one  of  these  being  distinctly  larger 
than  the  others,  and  being  situated  on  the  middle  cusp. 

Liver. — A  few  small  grey  tubercles  on  the  surface  of  the 
liver,  normal  on  section. 

Sj^leen. — Post-mortem  lividity  on  the  posterior  surface 
at  the  lower  extremity,  a  milk  spot  the  size  of  a  sixpence 
on  its  anterior  surface.  Numerous  small  grey  tubercles 
all  over  it. 

Kidnerjs. — Eight  pale,  capsule  stripped  ofi^  easih',  a 
blood-clot  over  the  right  supra-renal  capsule  and  upper 
extremity  of  the  right  kidney  (probably  due  to  the  artificial 
respiration  used  at  the  time  of  collapse).  Left  kidney  in 
a  similar  condition. 

Descending  colon  and  sigmoid  flexure. — Collapsed  and 
contracted. 

Intestines. — Not  examined  in  detail. 

Mesenteric  glands. — Enlarged. 

Brain. — Not  examined. 

Six  or  seven  similar  cases  have  been  recorded  in  the 
'  Lancet,'   in   '  St.   Thomas's  Hospital  Reports,'  and  in  the 
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'American  Journal  of  the  Medical  Sciences/  and  a  brief 
but  Q'ood  summarv  is  ffiven  in  an  editorial  "  On  Sudden 
and  Unexpected  Death  in  Children,"  contained  in  the 
January  number  for  this  year  of  '  The  British  Journal  of 
Children's  Diseases.'  *  In  these  cases  death  is  variously 
given  as  being  caused  by  reflex  inhibition  of  cardiac  and 
respiratoiy  centres,  due  to  irritation  of  some  small  branches 
of  the  vagus  by  the  explox'ing  needle,  or  as  being  caused  by 
asphyxia.  In  the  case  just  related  death,  in  my  opinion,  re- 
sulted, not  from  asphyxia,  but  from  cardiac  failui-eina  patient 
suffering  from  and  in  a  debilitated  condition  due  to  tuber- 
culosis witli  chronic  or  fibro-caseous  changes  in  the  lungs. 

For  much  of  the  above  I  am  indebted  to  the  careful 
notes  of  Dr.  Margaret  Duncan,  House-Physician  to  the 
Children's  Hospital,  Sheffield. 

{Read  (if  fhe  Provincial  Mteting,  Sheffield,  June  the  llth, 
1905.) 

Discussion. 

The  Chairman  (Dr.  Qeorge  Wiiley)  (Sheffield)  remarked 
that  such  oases  were  of  the  very  greatest  importance,  whether 
from  the  surgeon's  or  from  the  physician's  point  of  view.  He 
hoped  the  Society  would  have  the  opinions  of  various  members 
on  the  subject. 

Dr.  Q.  A.  Sutherland  said  it  was  very  interesting  to  hear 
the  liistoi-y  of  such  a  case  as  had  just  been  related,  both  to  those 
who  had  and  those  Avho  had  not  had  a  similar  accident.  He 
had  not  had  experience-  of  a  fatal  result  from  puncture  of  the 
chest.  None  of  the  various  theories  enunciated  in  explanation 
of  the  accident  seemed  exactly  to  meet  the  difficulties  of  the 
case.  The  idea  of  the  puncture  having  caused  some  irritation 
of  the  vagus  commended  itself  to  him  (Dr.  Sutherland).  It 
was  well  known  that  the  vagus  could  act  in  a  powerful  way 
upon  the  cardio-respiratory  centre,  and  it  was  possible  the 
needle  might  have  irritated  some  sensitive  terminal  nerve  in  the 
lung  and  thus  caused  the  reflex  shock  which  lead  to  death. 
The  mode  of  death  in  Dr.  Wilks'  case  w^as  evidently  not  one  due 
to  haemorrhage.  He  asked  whether  the  condition  of  the  thymus 
gland  and  the  glands  generally  was  gone  into  at  the  post-mortem 
examination,  because  there  was  a  condition  of  lymphatism  which 

*  See  also  Editorial,  "  Exploratory  Puncture  of  the  Chest — Abuse  of 
the  Needle — A  Warning,"  '  The  British  Joiirnal  of  Children's  Diseases,' 
October,  190.5. 
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was  also  associated  with  sucldeu  death  from  the  slightest  cause, 
and  one  could  understand  it  might  be  a  cause  of  death  in  a  case 
of  puncture  of  the  pleura.  There  was  a  case  in  Vienna  in  which 
a  hypodermic  injection  was  made  and  the  patient  died  suddenly, 
and  that  was  explained  by  the  Germans  on  the  ground  that  the 
child  was  suffering  from  lymphatism.  A  number  of  cases  of 
sudden  death  following  puncture  had  been  recorded  without  any 
post-mortem  examination,  but  his  belief  was  that  they  were 
of  alisolutely  no  value  clinically.  He  would  refer  to  a  case  of 
abdominal  puncture  in  a  patient  who  had  a  very  large  swelling 
of  the  liver.  As  there  were  some  cyst-like  swellings  present, 
one  of  them  was  punctured.  Nothing  but  blood-stained  fluid 
came  away.  Two  hours  later  he  was  surprised  to  receive  a 
telephone  message  saying  the  patient  was  dead.  A  post-mortem 
examination  was  macte,  which  he  saw,  and  the  abdominal  cavity 
was  found  to  be  full  of  blood.  The  condition  was  sarcoma  of 
the  liver,  and  a  softened  area  had  been  punctured,  and  the 
patient  had  bled  to  death  into  the  abdominal  cavity.  Unless  a 
post-mortem  examination  had  been  made  there  would  have  been 
uncertainty  about  the  cause  of  death. 

Mr.  R.  Clement  Lucas  said  that  in  order  to  get  at  the 
truth  there  should  be  opposition  to  any  proposal  or  suggestion 
advanced  as  an  explanation,  and  therefore  he  took  the  other 
view,  namely  that  in  the  present  case  there  was  evidence -4,hat 
the  quantity  of  blood  and  mucus  found  in  the  lungs  and  stomach 
was  sufficient  to  account  for  death.  He  thought  that  probably 
the  needle  struck  some  vessel  of  considerable  size  communicating 
with  a  lironchial  tube,  that  the  blood  passed  into  the  bronchial 
tube  on  the  left  side  and  came  up  into  the  throat,  and  so  escaped 
to  some  extent  from  the  mouth,  and  passed  down  into  the  other 
tube  and  into  the  stomach.  He  believed  the  author's  suggestion 
that  death  w^as  due  to  cardiac  failure  was  not  sufficient,  because 
if  it  had  been  due  to  cardiac  failure  there  would  have  been 
no  l">leeding. 

Dr.  George  Carpenter  said  that  as  death  from  an  exploratory 
puncture  had  occurred  in  a  child  under  his  care,  which  he  pub- 
lished in  the  '  American  Journal  of  the  Medical  Sciences,'  and 
which  he  believed  to  be  the  first  case  on  record  of  such  an 
unfortunate  accident,  he  would  narrate  the  circumstances. 
Some  years  ago  he  saAv  a  child  in  the  Out-Patient  Department 
of  the  Evelina  Hospital  suffering  from  cirrhosis  of  the  lung, 
and  after  a  careful  physical  examination  he  concluded  there  was 
no  fluid  in  the  pleura.  He  sent  the  case  into  the  wards  and 
expressed  the  opinion  that  there  was  no  fluid.  But  his  advice 
was  not  followed,  and  the  chest  was  explored  by  the  resident 
meilical  officer.  Immediately  it  was  carried  out  the  child 
coughed,  l^lood  liegan  to  pour  from  her  mouth  and  nostrils,  and 
she  c[uickly  died.     Post  mortem  there  was  found  a  cirrhosed  lung. 
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The  stomacli  was  t"ulK>f  lilotxl,  the  bronchi  were  filled  with  lilood- 
staiiied  mucus,  which  extendetl  on  the  right  side  as  far  as  the 
medium-sized  bronchi,  and  on  the  affected  side  into  the  smallest 
tubes.  His  impression  was  that  that  child  died  from  asphyxia, 
having-  1  )een  suft'ocated  by  the  blood,  and  not  from  any  effect  of  the 
puncture  of  the  vagus,  or  from  syncope  from  loss  of  blood.  Ever 
since  then  his  ideas  about  the  security  of  exploratory  puncture  of  the 
chest  had  changed  very  much.  He  did  not  now  look  upon  punctures 
of  the  chest  as  something  to  be  lightly  undertaken.  He  did  not 
wish  to  convey  the  impression  to  the  Society  that  he  did  not  use 
this  valuable  means  of  diagnosis  frequently.  On  the  contrary, 
he  used  it  very  frequently  indeed,  but  before  exploring  he  was 
always  most  careful  to  make  a  thorough  examina,tion.  He  was 
under  the  impression  that  younger  members  of  the  profession 
when  they  were  not  quite  certain  what  was  inside  the  chest  Avere 
in  the  habit  of  puncturing  first,  and  conducting  a  careful  physical 
examination  afterwards.  He  (Dr.  Carpenter)  not  very  long  ago 
related  the  just  narrated  unfortunate  experience  to  his  house- 
physician,  who  was  an  advocate  for  exploring  chests  on  the 
slightest  provocation,  aiid  suggested  to  him  (in  view  of  this) 
that  it  -would  be  better  to  postpone  the  exploring  of  chests 
under  his  (Dr.  Carpenter's)  care  to  the  times  of  his  periodical 
visits.  He  could  see  the  house-physician  was  not  impressed  by 
this,  and  he  no  doubt  regarded  him  as  old-fashioned  and  over- 
anxious. Next  day,  however,  the  lioiise-physician  explored  the 
chest  of  a  patient  under  the  care  of  a  colleague  at  the  North- 
Eastern  Hospital  for  Children,  but  on  this  occasion,  fortunately, 
in  the  presence  and  by  the  authority  of  the  physician.  The  child 
almost  immediately  turned  pale,  a  few  drops  of  frothy  blood 
appeared  iu  the  mouth,  and  death  cj^uickly  ensued.  Post 
mortem  the  stomach  was  found  to  be  full  of  blood.  The 
lung  was  cirrhotic.  On  one  or  two  occasions  he  had  been 
startled  by  the  appearance  of  small  cjuantities  of  blood  in  the 
mouths  of  children,  and  by  pallor.  True,  they  had  not  died, 
Ijut  it  was  not  a  pleasant  experience.  Fortescue-Brickdale  nar- 
rated in  the  early  part  of  the  Society's  session  the  case  of  a 
rickety  child  whose  chest  was  explored  for  a  supposed  empyema. 
Almost  immediately  a  little  blood  was  coughed  up,  cyanosis 
appeared,  and  the  child  died  about  ten  minutes  after  the  little 
operation.  In  this  case,  unfortunately,  a  post-mortem  examina- 
tion was  not  obtained.  The  lesson  which  the  cases  just  related 
taught  him  (Dr.  Carpenter)  was  that  one  must  be  very  careful  in 
all  chest  explorations,  and  he  thought  that  needling  a  cirrhotic 
lung  was  especially  dangerous,  and  should  always  be  avoided. 
Dr.  Edmund  Cautley  said  he  fully  agreed  with  the  remark 
of  Dr.  Carpenter  that  exploration  of  the  chest  should  not  be 
lightly  luidertaken ;  but  he  strongly  held  that  it  was  necessary 
to  explore  in  children  very  frequently,  because  it  was  absolutely 
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impossible  in  many  cases  to  diagnose  on  physical  and  clinical 
grounds  between  the  presence  of  fluid  and  consolidation,  or 
collapse.  Personally,  he  was  not  afraid  of  exploring  the  chest. 
After  many  years'  experience,  and  after  supervising  it  in  the  hands 
of  numerous  resident  physicians,  he  had  never  seen  an  accident 
occur.  It  was  extremely  interesting  to  hear  Dr.  Carpenter's 
experience  in  addition  to  that  of  Dr.  "VVilks".  He  was  very 
sceptical  about  the  possiliility  of  exploratory  puncture  of  the 
chest  producing  sudden  death  from  reflex  action.  He  thought 
the  explanation  given  in  the  present  case  was  quite  feasilile,  that 
it  was  diae  to  haemorrhage  and  asphyxia.  In  the  other  cases  on 
record  where  death  had  suddenly  followed  exploration,  and  Avhere 
nothing  had  been  found  to  account  for  death,  he  inclined  to  the 
view  which  Dr.  Sutherland  had  hinted  at,  that  the  death  Avas 
probably  due  to  lymphatism.  He  covild  not  believe  that  simple 
exploratory  puncture  of  the  chest  could  produce  such  fatal  shock, 
even  if  one  irritated  the  vagus  nerve,  as  to  cause  sudden  syncope. 
Mr.  Joseph  H.  Wilks  (Sheffield),  in  reply,  said  attention 
had  not  been  directed  to  the  enlargement  or  otherwise  of  the 
thymus  gland,  but  the  post-mortem  record  showed  that  that 
gland  was  not  enlarged.  The  mesenteric  and  bronchial  glands 
were  enlarged,  but  only  those.  With  regard  to  the  cause  of 
death,  it  occurred  to  him  that  the  loss  of  lilood  certainly  had 
something  to  do  with  it,  but  he  regarded  this  only  as  an  adju- 
vant ;  he  thought  the  heart  was  inclined  to  fail,  and  the  loss  of 
blood  would  probably  increase  that  tendency  and  prevent  re- 
covery. Moreover  the  mode  of  death  Avas  not  such  as  one  would 
expect  from  asphyxia.  The  patient  lay  quiet  from  the  first,  and 
there  was  no  convulsive  movement,  and  though  there  might  have 
l>een  a  transient  darkening  of  the  lips  there  Avas  no  real  cyanosis 
and  no  effort  on  the  part  of  the  chest  to  get  rid  of  any  blood, 
such  as  one  might  expect  in  a  case  of  l^locking  of  the  bronchial 
tubes. 


93.  I^OTES    OF    A    CASE    OF    LYMPHO-SAECOMA. 

By   HAEOLD   LEADEE,  M.B. 

(Introduced.) 

A.  L — ,  ao-ed  11  year.s,  admitted  into  the  Children's  Hos- 
pital, Sheffield,  on  December  the  14th,  1904.  He  had  been 
quite  Avell  up  to  two  months  before  admission,  being  "  fat 
and  rosy."    ItAvas  then  noticed  that  he  had  sAvellino-s  under 
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the  jaw  on  botli  sides,  and  smaller  "' lumps  ^'  all  down  his 
neck.  He  complained  of  pain  across  the  abdomen,  and  it 
was  noticed  that  he  was  getting-  thin  and  pale.  He  has 
vomited  frequently,  and  his  bowels  have  been  confined. 
Urine  has  been  passed  in  large  quantity,  and  he  seemed 
very  thirsty. 

Previous  his-fonj. — Has  had  pertussis  and  attacks  of 
"  bronchitis  "  in  winter. 

Fainily  history. — Youngest  of  five  children.  Mother  had 
two  miscarriages,  and  one  child  born  at  the  eighth  month. 

Condition  on  admission. — Child  very  thin  and  aneemic. 
Lymphatic  glands  enlarged  on  both  sides  of  the  neck,  the 
largest  under  the  jaw  being  about  an  inch  in  length. 
Smaller  glands  could  be  felt  in  the  posterior  triangles 
of  the  neck.  These  were  moderately  hard,  discrete,  and 
movable  under  the  skin.  The  glands  in  the  axillee  and 
groins  Avere  slightly  enlarged.  The  abdomen  was  full. 
The  liver  came  to  three  fingers'-breadth  below  the  costal 
margin.  The  spleen  could  not  be  felt.  There  was  a  large 
tumour  on  each  side  of  the  abdomen,  the  rounded  lower 
end  of  which  came  to  below  the  level  of  the  umbilicus  ;  they 
felt  like  renal  tumours.  No  abnormal  physical  signs  could 
be  detected  in  the  lungs,  and  the  heart  was  apparently 
healthy. 

Urine. — Clear,  pale  yellow;  specific  gravity  1014,  no 
albumin  or  blood. 

December  the  21st. — In  a  fresh  specimen  of  blood  there 
was  a  decided  increase  in  white  corpuscles. 

Differential  count. — Small  lymphocytes,  66  per  cent. ; 
large  mononuclear,  3  per  cent. ;  polymorphonuclear,  27  per 
cent. ;  myelocytes,  4  per  cent.  ;  nucleated  red  corpuscles,  4 
in  100  white  ;  no  poikilocytosis. 

February  the  9th,  1905. — Patient  seemed  weaker  and 
cried  easily.  The  glands  in  the  neck  had  become  larger, 
but  not  to  any  great  extent.  The  face  was  swollen  and 
shiny.  Mouth  very  septic,  and  gums  swollen  and  soft. 
Weight  3  St.  10  lb.  4  oz. 

Examination    of  hlood. — AYhite    corpuscles,    21,500    per 
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c.inm. ;  red  corpuscles,  4,320,000  per  c.inin.  ;    lu^inoglobin, 
70  per  cent. 

Differential  count. — Small  13'mphocytes,  64*5  per  cent.  ; 
large  mononuclear  16*1  per  cent. ;  polymorphonuclear,  19'04 
per  cent.;  leucocytes  (Ehrlich),  0"2  per  cent.;  nucleated  red 
corpuscles,  6"f)  in  100  white  corpuscles  ;  megaloblasts  2  in 
378  white  corpuscles. 

February  the  17th. — Mouth  cleaner;  face  puffy,  especially 
under  the  eyes.     Weight,  3  st.  9  lb.  8  oz. 

February  the  20th. —  Urine,  pale,  acid  ;  specific  gravity, 
1010;  albumin,  2  per  cent. 

February  the  23rd. — Patient  very  weak,  gums  spongy. 
Weight,  3  st.  11  lb.  5  oz.  Some  oedema  of  the  feet  and 
legs  had  now  appeared. 

February  the  24th. — Patient  complained  of  sharp  pain 
in  right  side  of  the  chest,  and  he  became  very  pallid  and 
dyspnoeic. 

February  the  25th. — Very  ill  and  blanched.  Tempera- 
ture 102°  F.  Pulse  rate  120  to  the  minute.  Respiration 
rate  32  to  the  minute.  Nares  working;  great  difficulty  in 
breathing;  pain  in  right  side  of  chest;  a  few  dry  rales 
could  be  heard  on  the  right  side  in  front,  but  the  back  was 
not  examined.     Died  at  10  p.m. 

Urine  passed  just  before  death  contained  no  albumin ; 
some  crystals  of  uric  acid  were  seen  under  the  microscope. 
The  temperature  had  been  subnormal  until  just  before 
death.     The  fundus  oculi  showed  no  pathological  changes. 

Treatment. — Arsenic  was  given  only  for  a  short  time, 
attempts  having  been  made  to  get  the  tongue  and  mouth 
into  a  cleaner  condition. 

February  the  27th,  Auto-psy. — External  ajpijearances  : 
Body  considerably  emaciated,  abdomen  distended.  Small 
petechite  on  the  outer  side  of  the  legs  and  at  the  upper  part 
of  abdomen.  There  was  a  bruise  at  the  lower  part  of  the 
left  tibia. 

Ahdomen. — On  opening  the  body  the  liver  was  seen  to 
come  three  fingers'-breadth  below  the  costal  margin.  The 
stomach  Avas  dilated  and  distended  Avith  gas.     It  showed 
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small  ha3inorrhao"es  in  its  wall.  The  intestines  were  dark 
green  from  decomposition. 

Liver. — Pale,  otherwise  no  naked-eye  chang'es. 

Spleen. — Friable,  not  enlarged,  slight  perisplenitis. 

Kidneys. — Both  were  very  much  enlaiged  and  pale,  at 
first  sight  looking  like  large  white  kidneys.  The  capsule 
stripped  easily,  and  the  surface  showed  stellate  venules  on 
a  pale  surface.  The  right  kidney  weighed  17|-  oz.,  the 
left  16  oz.  They  both  measured  7  x  3|-  inches.  The 
kidney  substance  was  firm  but  too  elastic  ;  the  pelves  and 
calices  were  dilated.  The  cut  surface  had  a  smooth  uni- 
form appearance,  cream-coloured,  the  pyramids  appearing 
as  areas  of  mottled  vessels  with  irregular  edges  leading 
into  the  surrounding  pale  tissue.  The  pyramids  were 
practically  destroyed  in  their  inner  part. 

Ureters  were  not  dilated.  Supra-renal  capsules  pale. 
Bladder  full  of  pale  urine.  Stomach  and  intestines  not 
opened.  Mesenteric  glands  moderately  enlarged,  not 
caseous. 

Chest. — On  removing  the  sternum  a  large  pale  mass,  at 
first  thought  to  be  the  thymus,  was  seen  lying  in  the 
anterior  mediastinum.  This  extended  from  the  root  of  the 
neck  above  and  overlapped  the  pericardium  below.  It 
surrounded  the  great  vessels  and  the  trachea  without 
diminishing  their  lumen.  The  posterior  and  lower  aspect 
was  funnel-shaped  to  receive  the  pericardium.  The  lungs 
or  other  adjacent  structures  were  not  invaded.  This  mass 
weighed  7  oz.,  and  measured  5  x  3^  inches.  It  was  very 
hard  in  consistence,  and  proved  not  to  be  the  thymus,  but  a 
diffuse  lympho-sarcomatosis  of  the  mediastinum. 

Lungs. — In  the  right  pleural  cavity  there  were  four  or 
five  ounces  of  sero-purulent  fluid.  On  the  left  side  the 
lung  was  attached  to  the  chest-wall  by  numerous  fairly 
I'ecent  adhesions,  but  there  was  no  fluid.  Both  lungs  were 
oedematous,  no  consolidation. 

Heart. — Weight  5  oz.     Left  ventricle  hypertrophied. 

Cranial  cavity.-^— Not  examined. 

Microscopical  appearances. — The  l-idneys  showed  an  enor- 
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mous  increase  of  small  round  cells,  separating  widely  the 
tubules,  which  were  dilated,  and  the  epithelial  lining  of 
which  showed  signs  of  degeneration.  Thei-e  was  a  very 
scanty  reticulum  between  the  cells. 

The  glands  showed  the  same  large  increase  of  cells, 
without  a  corresponding  increase  in  the  fibrous  tissue. 

The  liver  had  masses  of  small  cells  between  the  lobules, 
chiefly  surrounding  the  bile-ducts,  but  they  were  also 
scattered  between  the  liver  cells. 

The  growth  in  the  mediastinum  had  the  same  masses  of 
small  cells  as  the  other  organs,  but  there  was  considerably 
more  fibrous  tissue.  A  few  endothelial  plates  were  seen 
scattered  throughout  the  section. 

{Read  at  the  Provincial  Meeting,  Sheffield,  June  the   17th, 

lOOo.) 


94.  CONGENITAL  DISLOCATION  OF  THE  HIP-JOINT  -. 
SOME  PRACTICAL  POINTS  IN  LOEENZ'S  MANI- 
PULATIVE OPERATION  AND  THE  AFTER- 
TREATMENT. 

By   J.  JACKSON   CLARKE,  M.B. 

(1)  The  scientific  basis  of  the  treatment  is  the  same  as  that 
which  led  Lorenz  to  abandon  Hoifa's  open  operation  from 
the  posterior  aspect  of  the  joint  for  his  own  open  operation 
from  the  front  of  the  joint,  and  it  consists  in  the  fact  first 
established  by  Lorenz,  viz.  tliat  in  congenital  hip-dislocation 
there  is  not,  as  was  formerly  believed,  a  shortening",  but, 
on  the  contrary,  a  lengthening,  of  those  muscles  that  have 
their  origin  on  some  part  of  the  os-innominatum  and 
their  insertion  in  the  great  trochanter :  in  other  words, 
in  this  deformity  the  pelvi-trochanteric  muscles  ai*e 
lengthened  ;  to  divide  them,  as  was  done  in  Brodhurst's 
subcutaneous  operation,  and  in  Hoffa's  open  operation,  is 
unnecessary  and  harmful.  After  a  very  extensive  experience 
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of  his  own  open  operation,  an  experience  embracing  con- 
siderably over  two  hundred  cases,  Lorenz  about  1895 
relinquished  his  own  open  operation  for  his  manipulative 
operation,  which  is  a  modification  of  one  devised  by  Paci, 
coml)ined  Avith  improvements  and  new  features  which  justify 
our  describing'  it  as  Lorenz's.  In  this  manipulative  opera- 
tion the  limb  is  placed  in  such  a  position  that  the  head 
of  the  femur  is  placed  in,  on,  or  anterior  to  the  aceta- 
bulum, the  pelvi-trochanteric  muscles  being  relaxed,  and 
the  limb  is  fixed  in  that  position  for  at  least  six  months,  so 
that  these  muscles  undergo  a  nutritive  shortening.  In  each 
case  it  is  prudent  before  operating  to  have  a  good  skiagraph 
taken  with  the  limb  in  an  inverted  position,  and  a  careful 
preliminary  study  of  the  peculiar  features  of  each  case 
should  be  made. 

(2)  Stretching  the  shortened  muscles.  When  the  patient 
is  fnliy  angesthetised  the  groups  of  muscles  that  are 
shortened  must  be  thoroughly  stretched.  They  are,  first, 
the  adductors;  second,  the  hamstrings;  and  third,  the 
rectus  femoris,  the  sartorius,  and  the  tensor  fascia3  femoris. 

In  children  under  4  years  of  age  the  adductors  may 
sometimes  be  sufficiently  stretched  by  powerful  kneading 
of  the  muscles  when  made  tense  by  forcibly  abducting  the 
limb,  but  usually  they  require  division  either  by  repeatedly 
beating  the  stretched  muscles  with  the  ulnar  border  of  the 
hand  at  a  point  below  the  tendinous  portion  of  the  adductor 
longus.  In  older  children  I  sometimes  prefer  to  divide  the 
prominent  adductus  subcutaneously  by  a  tenotome ;  this 
measure,  without  risking  sepsis,  diminishes  the  subsequent 
swelling.  The  hamstrings  are  stretched  by  repeated 
swinging  passive  flexions  of  the  hip-joint,  the  knee  being- 
kept  extended,  and  these  movements  are  continued  till 
the  patient's  foot  can  be  placed  over  the  corresponding 
shonlder.  The  anterior  muscles  are  stretched  by  successive 
forcible  passive  extension  movements  of  the  hip,  the  knee 
being  flexed,  and  these  movements  are  to  be  continued 
till  the  patient's  heel  can  be  readily  brought  to  touch  the 
buttock.       The    cnpsale    and    other    fibrous    tissues    are 
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stretched  by  downward  traction  of  the  limb  against 
counter-extension  applied  by  a  roller  towel  placed  upon 
the  correspondino-  tuber  iscliii,  some  cotton-wool  inter- 
vening to  protect  the  skin.  Usually  manual  traction  is 
sufficient,  and  I  prefer  to  grasp  the  patient's  thigh  above 
the  lower  femoral  epiphysis.  In  children  of  8  or  9  years 
of  age — /.  e.  about  the  limit  of  age  when  this  operation  can 
be  safely  carried  out — it  is  sometimes  necessary  to  perform 
this  traction  by  a  second  roller  towel  placed  in  a  clove- 
hitch  aboiit  the  patient's  limb,  and  attached  to  a  windlass 
or  screw  extension-apparatus  below.  In  this  way  the  great 
ti'ochanter  should  be  brought  down  to  or  lielow  its  normal 
level.  Onl}^  experience  can  teach  the  amount  of  force  that 
can  be  safely  applied  in  any  given  case. 

(3)  The  act  of  reduction.  The  knee  flexed  to  a  right 
angle  and  the  limb  inverted,  the  thigh  is  flexed  upon  the 
abdomen.  At  the  moment  of  reduction  a  padded  wedge 
is  placed  under  the  buttock  between  the  tuber  ischii,  whilst 
strong  passive  abduction  is  exerted.  In  young  children 
simple  pressure  of  the  finger-tips,  and  in  older  ones  the 
clenched  fist  of  the  operator  will  serve  the  purpose  of  this 
wedge.  These  manipulations  may  require  to  be  repeated 
several  times,  and  in  older  children  if  reduction  is  not 
obtained  at  a  first  operation  success  may  be  obtained  at  a 
second  or  third.  There  is  no  mistaking  the  signs  of  suc- 
cessful reduction  :  the  head  of  the  femur  passes  forward, 
filling  the  previously  abnormally  hollow  middle  ])art  of 
Scarpa's  triangle,  and  usually  there  is  a  distinct  sound  or 
shock  of  reduction.  I  like  to  feel  the  femoral  artery  pulsat- 
ing external  to  the  head  of  the  femur.  The  type  of  aceta- 
bulum present  is  ascertained  by  the  sensation  communi- 
cated to  the  hand  of  the  surgeon  whilst  the  head  of  the 
femur  is  purposely  re-dislocated,  first  in  a  backward,  then 
in  an  upward,  and  finally  in  a  downward  direction.  If  the 
margins  of  the  acetabulum  are  thus  found  to  be  shallow, 
the  greater  is  the  need  of  securing  a  forward  position  of 
the  head  of  the  bone,  as  evidenced  by  the  prominence  of  the 
head  of  the  femur  and  its  relation  to   the  femoral  arterv 
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ineutioiiecl  above.  This  is  secured  by  pressing  back  the 
knee  several  times  and  finally  holding  the  limb  so  that  it 
makes  an  angle  less  than  a  right  angle  with  the  mid-lateral 
line  of  the  trunk  and  the  inner  surface  of  the  knee  is 
posterior  to  the  mesial  frontal  plane  of  the  body — /.  e.  just 
posterior  to  an  imaginary  line  drawn  transversely  through 
the  middle  of  the  perineum. 

(4)  Application  of  the  first  retention  apparatus.  In 
my  experience  a  plaster-of -Paris  apparatus^  applied  strictly 
according  to  Lorenz's  method,  is  the  best.  This  method 
can  only  be  learnt  by  seeing  it  done.  Whilst  the  cotton- 
wool, calico  bandages,  and  plaster  bandages  are  being 
applied  by  an  assistant,  the  patient  being  supported  in 
Lorenz's  pelvic  rest  and  a  shoulder  rest,  the  surgeon  must 
with  sedulous  care  maintain  the  limb  in  the  correct  position. 

(5)  Massage  and  exercises  according  to  Lorenz's  direc- 
tions must  be  carried  out  during  the  six  or  eight  months 
that  the  first  retention  apparatus  is  worn  as  well  as  after- 
wards. The  entire  course  of  treatment  lasts  from  one  to 
two  years. 

(6)  Special  cases.  When  the  head  of  the  bone  has  been 
purposely  fixed  in  a  forward  position  the  security  from  re- 
dislocation  is  greatest,  but  a  second  retention  apparatus 
to  fix  the  limb  in  a  position  of  diminished  abduction,  with 
neutral  rotation  (toes  pointing  forwards)  is  necessary  for 
two  or  three  months,  and  the  resulting  slightly  flexed 
and  stiff  joint  is  restored  to  complete  function  by  suital)le 
exercises. 

In  conclusion,  my  experience  leads  me  to  believe  that  in 
practised  hands  Lorenz's  manipulative  treatment  affords  a 
means  of  restoring  perfect  functional  and  usually  perfect 
anatomical  conditions  to  patients  afflicted  with  congenital 
hip-dislocation,  and  this  without  serious  risk  when  the 
patient  has  not  passed  the  age  limit  mentioned  above. 

{Bead  at  tin-  Provincial  Meeting,  SheffielJ,  Jiine  the  17tJi, 
1905.) 
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Discussion. 

Mr.  A.  H.  Tubby  said  all  present  would  he  williug  to  exjjress 
their  gratitude  to  Mr.  Jackson  Clarke  for  the  exceedingly  clear 
way  in  which  he  had  put  forward  the  most  important  points  in 
connection  with  the  Lorenz  methtid  of  reducing  congenital  dis- 
location of  the  hip.  It  was  a  subject  which  was  so  surrounded 
l>y  difficulties  of  every  description  that  no  one  could  hope  to  lay 
down  rules  which  would  meet  all  the  difficulties  in  treatment 
Ayhich  arise.  He  had  no  criticism  of  the  paper  to  offer,  because 
the  case  had  been  put  so  clearly  and  reasonably  that  no  room 
was  left  for  adverse  comment ;  he  only  desired  to  offer  one  or 
two  remarks.  With  regard  to  skiagrams,  a  most  important 
point,  for  which  he  was  indebted  to  Dr.  David  Morgan  of 
Liverpool,  was  to  have  three  skiagrams  taken — i.  e.  with  the 
foot  in  the  three  positions  of  eversion,  inversion,  and  with  the 
foot  straight  in  front.  It  was  astonishing  how  different  the  out- 
lines of  the  parts  affected  looked  from  different  standpoints. 
Mr.  Jackson  Clarke  had  also  spoken  of  subcutaneous  tenotomy. 
He  (Mr.  Tubby)  used  to  use  that  method  for  the  adductors,  but 
it  appeared  to  him  that  the  division  was  not  all  that  one  would 
desire.  Therefore  for  the  last  four  years  he  had  teuotomised  the 
adductors  by  the  open  method  a  fortnight  Ijefore  the  attempted 
reduction,  and  by  that  means  he  found  he  obtained  a  more  free 
and  certain  division. 

Mr.  Jackson  Clarke,  in  reply,  thanked  Mr.  Tubby  for  his 
remarks.  He  agreed  with  Mr.  Tuljby  as  to  the  importance  of 
having  skiagrams  taken  in  different  positions.  But  in  cases 
where  the  cost  of  only  one  skiagram  could  be  borne,  the  inverted 
position  Avas  the  most  important,  because  it  showed  the  whole 
length  of  the  femoral  neck,  and  thus  afforded  information  liseful 
in  prognosis.  The  only  reason  why  he  had  refrained  from  divid- 
ing the  adductors  through  an  incision  was  that  it  was  rather  a 
hustling  kind  of  operation,  and  what  did  not  yield  to  the  teno- 
tome yielded  to  the  stretching  movements,  and  he  did  not  like 
having  an  open  wound  when  manipulating  the  parts,  one  result 
of  which  was  to  suck  in  the  air  with  its  contained  germs.  It  Avas 
chiefly  to  exclude  the  germs  that  he  favoured  the  subcutaneous 
method. 


95.  A    CASE    OF    MEDIAN    HAEE-LIP. 

By    E.    C.    dun,    cm. 

This   patient,  a   girl,  aged   1    year   and  ]0  nionth.-^,  was 
born  with  a   deformity  of   the  upper  lip  for  wliich  nothing 
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bad   been   clone  np   to  the  time   of   her  coming  nnder  my 
care,  a  few  weeks  ago. 

Four  otlier  cliihlren  of  the  faniil}'  were  well  formed,  and 

Fig.  16. 


neither  parents  nor  relations  had  hare-lips  or  any  kind  of 
congenital  deformity. 

The  following  notes  of  the  condition  were  taken  :  The 
upper  lip  is  cleft  exactly  in  the  middle  line.  The  cleft  is 
narrow  and  extends  upwards  to  a  point  a  quarter  of  an  incli 
above  the  free  margin  of  the  alveolar  process.    At  this  level 
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the  mucous  membrane  covering  the  edges  of  the  cleft 
is  reflected  on  to  the  upper  jaw,  forming  a  distinct 
frenum.  The  right  edge  of  the  cleft  is  straight,  the  left 
slightly  oblique.  A  deep  groove  is  continued  upwards  in 
the  middle  line  from  the  apex  of  the  cleft  through  the 
upper  portion  of  the  lip,  the  nasarl  septum,  and  the  tip  of 
the  nose  to  end  on  the  dorsum.  This  extension  of  the 
groove  beyond  the  point  of  the  nose  gives  rise  to  a  bifid 
appearance  of  the  organ  at  its  lower  part.  The  labial  part 
of  the  sulcus  is  lined  with  mucous  membrane  ;  the  nasal 
portion  has  a  normal  skin  covering. 

The  anterior  nares  are  small  and  widely  separated, 
owing  to  the  abnormal  width,  half  an  inch,  of  the  interven- 
ing portion  of  the  nasal  septum.  The  bridge  of  the  nose  is 
broad  and  flattened.  'J'he  anterior  borders  of  the  nasal 
bones  can  be  distinctly  felt  separated  from  each  other  by 
an  interval  of  half  an  inch  at  their  lowest  points.  The  eyes 
are  wide  apart;  the  distance  between  the  inner  canthi 
measures  H  inches. 

The  incisor  teeth  are  perfectly  developed  and  regularly 
placed.  There  is  no  indication  of  any  alveolar  cleft.  The 
hard  palate  is  highly  arched.  The  examination  of  the  nose 
is  difliculton  account  of  the  small  size  of  the  anterior  nares, 
but  so  far  as  can  be  seen  the  intra-nasal  portion  of  the 
septum  is  completely  developed.  The  child  shows  no  other 
deformity.  I  am  indebted  to  Dr.  Hubert  Armstrong  for 
the  photograph  of  this  case. 

Since  these  notes  were  taken  I  have  operated,  paring  and 
suturing  the  edges  of  the  cleft  in  both  lip  and  nose.  The 
result  as  regards  the  lip  is  satisfactory,  but  the  bifid  appear- 
ance of  the  nose  is  gradually  reappearing  as  the  cicatrix 
contracts.  By  means  of  paraffin  injection  I  hope  that  I  may 
subsequently  be  able  to  improve  the  appearance  of  the  nose. 

Median  hare-lip  is  an  extremely  rare  deformity,  and  I  am 
glad  to  have  had  the  opportunity  of  reporting  this  case  to 
the  Society. 

{Read  at  the  Provincial  Meeting,  Sheffield,  June  the  17th, 
1905.) 
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Discussion. 

Mr.  R.  Clement  Lucas  remarked  that  the  conclitiou  described 
by  Mr.  Duu  was  extremely  rare,  and  there  were  very  few  cases 
of  tlie  kind  ou  record.  Oue  case  was  pv;blished  in  Bryant's 
'  Surgery,'  and  Mr.  Hitts  had  published  another.  It  depended 
on  the  notch  between  the  internal  nasal  processes  of  the  fronto- 
nasal process  remaining-  unobliterated. 


96.  APPENDICITIS   IN    A   HEENIAL  SAC  :  A  KEPORT 

OF   TWO   CASES. 

By    H.    S.    CLOGG,    M.S. 

The  two  cases  which  I  wish  to  report  serve  as  illustrations 
of  a  somewhat  infrequent  type  of  appendicitis,  which, 
although  by  no  means  confined  to  childhood,  yet  occurs 
with  some  frecpiency  at  this  age,  and  hence  merits  recog- 
nition at  this  Society. 

The  notes  of  the  cases  are  briefly  as  follows: 

Case  1. — Male  child,  aged  3  years  and  8  months.  To  the 
best  of  the  parents^  knowledge  it  had  never  suffered  from 
a  hernia.  The  illness  began  with  abdominal  pain,  centred 
chiefly  around  the  umbilicus.  This  was  not  severe  ;  it  was 
regarded  as  some  intestinal  disorder,  and  treated  accord- 
ingly. The  abdominal  pain  persisted,  and  some  hours  later 
attention  was  directed  by  the  child's  complaints  of  pain  to 
the  right  groin.  The  right  side  of  the  scrotum  was  swollen 
as  far  as  the  abdominal  ring.  The  temperature  was  102°  F., 
and  the  pulse-frequency  accelerated.  The  general  condition 
of  the  child  remained  the  same,  but  the  scrotal  swelling- 
continued  to  increase  in  size,  and  on  the  third  day  of  the 
illness  it  was  evident  there  was  an  abscess  in  the  scrotum. 
The  surrounding  oedema  extended  up  over  the  inguinal 
canal.  The  bowels  had  been  freely  opened.  The  abdominal 
pain  had  ci[uite  disappeared.  I  incised  the  abscess,  extend- 
ing the  cut  up  over  the  inguinal  canal.     The  testicle  lay  at 
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the  bottom  of  the  cavity,  apparently  normal.  At  the  upper 
end  of  the  cavity  Avas  the  swollen,  terminal  portion  of  the 
appendix,  lying  in  a  hernial  sac.  Whether  the  swelling- 
had  any  impulse  I  am  unable  to  say ;  it  was  never  tested. 
The  true  cause  of  the  abscess  was  unsuspected  before 
operation.  I  assumed  the  general  peritoneal  cavity  was 
shut  off  and  explored  no  further.  The  abscess  was  drained 
and  healed  in  about  three  Aveeks.  The  appendix  was  not, 
as  far  as  I  could  see,  perforated.  I  suggested  that  the 
appendix  should  be  removed  and  the  hernia  cured  at  a 
later  date,  but  this  Avas  refused.  I  heard  of  the  child  some 
weeks  after  the  operation,  and  it  Avas  then  reported  quite 
well,  and,  strangely  enoug'h,  it  Avas  not  noticed  to  haA'e  any 
hernia.  Since  this  time,  I  regret,  I  haA'e  lost  sight  of  the 
patient. 

Case  2. — A  boy,  aged  8  years.  When  an  infant  he  had 
suffered  from  a  right  inguinal  hernia;  for  this  he  had  worn 
a  truss  for  some  months,  and  was  thought  to  haA'e  been 
cured.  His  illness  commenced  Avith  some  discomfort  in  the 
al)domen.  On  the  folloAving  day  he  complained  of  pain  in 
the  scrotum.  The  right  half  of  the  scrotum  Avas  reported 
as  somewhat  full,  as  also  the  inguinal  canaL  The  temper- 
ature Avas  100°  F.  In  tAvo  days  the  temperature  became 
normal,  and  his  pain  had  gone,  and  he  Avas  considered  quite 
well.  He  told  me  later,  however,  that  during  the  folloAving 
few  Aveeks  he  frequently  had  some  pain  in  the  scrotum. 
This  he  ncA'er  complained  of  at  the  time.  He  Avas  then 
laid  up  Avitli  a  second  attack  of  pain  in  the  loAver  part  ()f 
the  abdomen,  groin,  and  scrotum.  Again  some  SAvelling 
Avas  noted  of  the  right  half  of  the  scrotum,  and  some 
cjedema,  and  the  temperature  Avas  elcA'ated.  1  saAv  the  boy 
just  after  this  attack  of  pain  had  subsided.  The  right 
testicle  Avas  felt  at  the  bottom  of  the  scrotum,  apparentlA' 
normal.  Eunning  up  from  this  the  cord  Avas  thickened  b}' 
a  rounded,  cord-like  structure,  Avhich  appeared  to  pass  up 
the  inguinal  canal.  1  could  not  detect  any  impulse  on 
coughing.      From   the  history  of  the   case,  the    presence 
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of  abdominal^  in  addition  to  scrotal,  pain,  the  elevation  of 
temperature,  the  presence  of  the  rounded,  cord-like  structure 
passsing  up  from  the  scrotum  to  the  inguinal  canal,  and  my 
lirst  case  being  quite  recent  in  my  mind,  I  ventured  to 
suggest  the  possibility  of  appendicitis  in  a  hernial  sac. 
This  condition  was  verified  by  operation.  The  appendix 
was  a  long  one,  reaching  to  the  top  of  the  testicle.  It  was 
free  from  adhesions  above,  the  cascum  was  in  part  drawn 
through  the  internal  ring,  and  the  appendix  severed  from 
it  in  the  usual  way.  The  sac  was  separated  above,  ligatured, 
and  the  inguinal  canal  repaired.  The  appendix  was  firmly 
adherent  to  the  sac  below  and  to  the  cord,  and  was,  with 
some  little  difficulty,  separated.  The  distal  portion  of  the 
appendix  only  showed  inflammatory  changes. 

Judging  from  the  literature  of  recorded  cases,  there 
seem  to  be  two  ages  in  which  appendicitis  in  a  hernial  sac 
is  more  commonly  seen.  The  one  age  is  between  the  years 
of  50  and  70,  and  the  other  is  in  childhood.  I  estimate 
about  25  per  cent,  of  recorded  cases  have  been  in  children. 
In  this  connection  two  points  may  be  noted — (1)  the  great 
frequency  of  hernia  in  children  ;  (2)  hernia  of  the  appendix 
is  almost,  if  not  quite,  as  commonly  observed  in  children  as 
at  any  other  age. 

In  order  that  the  appendix  may  be  thus  engaged  in  a 
hernial  sac  it  must  be  of  some  length,  have  an  elongated 
mesentery,  and  the  ctecum  should  be  mobile,  the  latter 
condition  being  commonly  seen  in  children. 

AVhen  the  appendix  lies  in  a  hernial  sac  it  would  seem 
to  be  even  more  predisposed  to  inflammation  than  AV'hen 
situated  in  the  abdomen.  It  is  very  liable  to  be  kinked, 
its  lumen  obstructed,  and  its  vascular  supply  interfered 
with  either  by  compression  from  without  or  by  the  contrac- 
tions of  the  abdominal  wall. 

With  regard  to  the  age  incidence,  appendicitis  in  a  her- 
nial sac  has  been  recorded  in  quite  young  infants.  It  has 
been  reported  at  the  ages  of  0  weeks,  3  months,  5  mouths, 
and  8  months  of  age. 

So  far  as  the  condition  has  been  observed  in  children  it 
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has  ahvays  been  in  connection  with  an  inguinal  sac^  and  I 
think  I  am  right  in  saying  in  every  case  the  sac  was  on  the 
right  side.  I  have  not  found  any  record  of  a  case  occurring 
in  a  female  child. 

In  children  in  the  majority  of  cases  recorded  the  appen- 
dix has  been  the  only  content  of  the  sac.  Less  frequently 
the  CKCum  in  part  is  also  present. 

The  symptoms  of  an  inflamed  appendix  occurring  in  a 
hernial  sac  are  in  general  less  severe  than  when  occurring 
in  the  abdomen.  This,  I  take  it,  depends  in  some  measure 
on  the  age  of  the  hernia  and  the  alterations  in  the  peri- 
toneum forming  the  sac.  Should  the  sac  have  become 
thickened,  as  hernial  sacs  do,  when  inflamed  it  will  not 
react  as  normal  peritoneum,  and  hence  the  constitutional 
effects  will  be  less  marked. 

Acute  appendicitis  in  a  hernial  sac  has  only  rarely  been 
diagnosed  or  suspected.  T-hereare  several  conditions  with 
which  it  may  be  confounded.  These  may  be  divided  into 
two  classes  : 

(1)  Any  complication  occurring  in  an  inguinal  hernia. 

(2)  Any  inflammation  of  the  testicle  or  its  coverings. 
One  may  emphatically  state  that  such  rare  conditions  as 

strangulation  of  the  appendix,  strangulation  of  a  MeckePs 
diverticulum,  or  inflammation  of  the  same,  giving  rise  to 
precisely  the  same  symptoms,  cannot  in  any  way  be 
differentiated  from  appendicitis  in  a  hernial  sac.  Most  of 
the  cases  have  been  mistaken  for  strangulated  hernia3. 
There  are  many  points  of  resemblance,  viz.  the  sudden 
onset,  the  abdominal  gland,  the  sudden  appearance  of  a 
swelling  in  the  inguinal  region  and  scrotum,  irreducible  or 
without  impulse,  or,  should  the  hernia  have  been  down 
before,  its  sudden  increase  in  size.  There  are,  however, 
some  points  of  difference.  In  appendicitis  some  fever  is 
present  from  the  beginning :  the  temperature  is  often  sub- 
normal in  a  strangulation  of  the  gut.  The  SAvelling  in  an 
obstructed  hernia  is  rounded,  well-defined,  tense,  and 
elastic  :  in  appendicitis  it  is  usually  of  smaller  size,  ill- 
defined,  and  the  skin  early  shows  some  oedema  and  perhaps 


APPENDICITIS  IN  A  HERNIAL  SAC.  301 

redness  ;  the  child  may  complain  of  abdominal  symptoms 
before  anything  is  noted  amiss  in  the  inguinal  region.  In 
both  conditions  constipation  is  present,  but  is  more  abso- 
lute in  the  obstructed  hernia.  In  fact,  we  have  in  one  case 
a  primary  obstructive  lesion,  with  inflammatory  signs  long 
delayed,  and  in  the  other  case  a  primary  inflammatory 
lesion  as  shown  by  fever,  oedema  of  the  coverings,  and  ill- 
definition  of  the  swelling. 

Inflammatory  conditions  of  the  testicle  can  generally  be 
differentiated  by  recognising  it  is  the  testicle  which  is 
swollen.  In  appendicitis  the  testicle  will  be  felt  at  the 
bottom  of  the  scrotum,  and  normal :  the  upper  limb  of  a 
testicular  inflammation  can  be  defined  and  the  inguinal 
canal  is  free. 

There  is  a  further  condition  which  may  possiljly  be  mis- 
taken for  it — torsion  of  the  cord.  Especially  will  this  be 
so  when,  as  is  not  infrequently  the  case,  the  testicle  lies 
high  in  the  scrotum  or  is  imperfectly  descended.  Here  it 
is  the  testicle  itself  which  is  swollen,  the  upper  limit  of  the 
swelling  may  be  reached  and  the  inguinal  canal  is  free 
(unless  associated  Avith  a  hernia,  which  is  sometimes  the 
case).  Abdominal  symptoms  are  absent,  and  the  tempera- 
ture in  the  early  stages  is  not  raised. 

{Bead  at  the  Provincial  Meeting,  Sheffield,  June  tlw  17/A, 

1905.) 

Discussion. 

Mr.  R.  Clement  Lucas  said  a  paper  appeared  in  the  '  Guy's 
Hospital  Reports  '  for  188-3^  by  his  late  colleague,  Mr.  Davies- 
Colley,  describing  several  cases,  one  of  which  was  his  (Mr. 
Lucas's),  in  which  the  appendix  alone  was  strangulated  within 
the  hernial  sac.  Perhaps  appendicitis  was  not  so  well  knoAvn 
then  as  it  is  now,  and  some  of  the  cases  which  were  then 
thought  to  be  strangulation  of  the  appendix  in  the  sac  might 
possibly  have  been  instances  of  appendicitis  in  a  hernial  sac, 
such  as  Mr.  Clogg  had  now  described.  Perhaps  Mr.  Clogg  would 
find  some  matter  of  interest  in  the  '  Guy's  Hospital  Reports  '  to 
which  he  (Mr.  Lucas)  had  alluded. 

Dr.  C.  W.  Qwynne  (Sheffield)  said  the  presence  of  the 
appendix  in  a  hernial  sac  was  not  so  very  rare.     Two  such  cases 
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had  lieen  in  the  Sheffield  Childi-en's  Hospital.  He  asked  whether 
Mr.  Clogg  thought  the  use  of  a  truss  had  anything  to  do  with 
the  inflammation  of  the  appendix  in  one  of  the  cases.  It  seemed 
to  he  an  additional  ai'gumeut  against  the  use  of  a  truss  for  a 
young  infant. 

Mr.  H.  S.  Clogg,  in  reply,  said  it  Avas  six  years  since  the 
truss  was  worn  by  the  child,  which  was  quite  an  infant  when  the 
instrument  was  applied.  It  was  thought  a  cure  had  been  effected, 
since  the  hernia  had  not  been  noticed  since.  He  had  not  seen 
the  paper  to  which  Mr.  Lucas  referred,  but  would  tal-e  an 
early  occasion  to  read  it.  Some  had  recently  doubted  whether 
strangulation  of  the  appendix  could  exist  apart  from  previous 
inflammatory  swelling,  though  at  one  time  the  symptoms  of 
strangulation  of  the  appendix  were  said  to  be  similar  to  those 
produced  by  strangulation  of  the  lumen  of  the  intestines.  A 
few  French  writers  seemed  to  maintain  this  view  still.  In  the 
first  case  the  appendix  might  have  been  strangulated  at  the 
internal  ring,  but  he  did  not  think  that.  He  would  not  have 
expected  it  would  have  healed  up  so  rapidly  if  the  whole 
appendix  had  l)een  strangulated. 


97.  ACUTE   OSTEOMYELITIS   AND   PERIOSTITIS   OF 
THE    SPINE. 

By   a.  H.  tubby,  M.S. 

These  affections,  generally  believed  to  be  rare,  are  of 
great  importance,  on  account  of  the  serious  symptoms  to 
which  they  give  rise,  and  of  much  interest,  because  of  the 
difficulties  in  diagnosis. 

Eeferences  to  the  literature  of  the  subject  show  that 
the  earlier  records  speak  of  exceedingly  acute  cases  ;  but 
extended  experience  and  more  discriminating  diagnosis 
have  verified  the  existence  of  less  acute  and  non-suppurative 
cases,  which  run  a  benign  course  as  regards  the  life  of  the 
patient  and  the  integrity  and  mobility  of  the  spine.  Eecords 
of  cases  dealing  with  this  su1)iect  are  to  be  gathered  from 
French,  German,  and  English  literature.  Some  of  the 
earliest  cases  were  observed  and  accounts  of  them  given  by 
English    observers,    notably  by  Messrs.  Ballance   (1)   and 
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Clement  Lucas  (2),  and  a  valuable  article  was  written  by 
Messrs.  Makins  and  Abbot  (o),  carefully  summarising-  the 
cases  published  up  to  April,  1896,  including  eight  which 
had  come  under  their  personal  observation,  all  of  which 
were  exceedingly  acute. 

Three  degrees  of  the  affection  are  now  recognisable : 

(1)  A  comparatively  mild  form,  from  which  the  patient 
usually  recovers,  in  which  there  are  acute  inflammation 
and  thickening  of  the  periosteum,  which  subside  without, 
apparently,  causing  denudation  of  the  bone,  and  ultimate!  v 
leave  the  spine  in  a  practically  healthy  condition. 

(2)  A  severe  form,  involving  the  periosteum  and  super- 
ficial layers  of  bone,  associated  with  considerable  inflam- 
matory softening,  often  with  considerable  deformity,  which 
may  or  may  not  go  on  to  suppuration. 

(3)  A  violent  form,  in  which  the  bodies  of  the  vertebrae 
are  the  site  of  numerous  purulent  foci,  or  the  neural  arches 
and  processes  are  bared  and  necrosed.  This  variety 
usually  goes  on  to  suppuration.  Implication  of  the  spinal 
membranes  and  medulla  is  a  constant  complication  and  it 
is,  therefore,  exceedingly  dangerous  to  life. 

One  of  my  objects  in  bringing  this  subject  before  your 
notice  is  to  dra.w  your  attention  to  the  existence  of  the  less 
acute  varieties ;  and  in  order  to  emphasise  this  point  I 
append  the  notes  of  cases  of  this  description  which  have 
come  under  my  notice. 

The  folloAving  case  is  one  illustrating  the  first  or  mild 
variety  of  the  disease. 

Acute  reyi()stifi.<i  of  the  Cervical  Spine;  Besolution  ;  Coiiiph'te 

Recovery. 

Gladys  AV — ,  aged  4i  years,  was  brought  to  me  by  Dr. 
(xarnham  on  account  of  pain  in  the  neck,  with  loss  of 
mobility  and  malposition  of  the  head.  The  history  was 
that  four  months  previousl}^  the  child  had  had  a  very  severe 
attack  of  stomatitis,  which  was  accompanied  by  much  pros- 
tration, high  fever,  and  great  depression.    When  the  acute 
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symptoms  in  the  mouth  were  passing  off  a  sudden  onset  of 
pain  occurred  in  the  back  of  the  neck,  radiatino-  towards  its 
anterior  aspect.  The  posterior  aspect  of  the  neck  became 
very  oedeinatous  and  thickened.  This  oedema  lasted  from 
three  to  four  days,  but  no  fluctuation  was  ever  detected. 
When  the  swelling  passed  away  the  neck  was  found  to  be 
stiff.  At  no  time  were  the  glands  enlarged.  When  I  saw 
the  child,  the  impression  I  received  from  her  appeai-ance 
was  that  she  was  suffering  from  tm-ticoUis  of  the  variety 
which  is  commonly  described  as  the  "  rheumatic."  The 
neck  was  stiff'  and  rigid,  the  head  was  inclined  to  the  right 
shoulder,  with  the  chin  rotated  towards  the  leftside.  The 
loss  of  movement  Avas  absolute,  and  attempts  to  move 
the  head  in  any  direction  gave  rise  to  great  pain,  but  all 
the  oedema  and  swelling  had  entirely  subsided.  I  inc[uired 
of  Dr.  Garnham  if  he  had  observed  at  the  time  of  the 
illness  any  change  in  the  pupils  or  their  action,  and  he 
told  me  that  no  difference  had  been  perceptible.  All  the 
cervical  vertebras  Avere  fixed  and  immobile,  the  normal 
curve  forward  was  flattened,  and  some  thickening  could 
be  felt  about  the  transverse  processes.  A  diagnosis  of 
infective  periostitis  was  made,  and  as  there  were  no  signs 
of  suppuration  a  favourable  prognosis  was  given.  The 
treatment  which  was  carried  out  was  absolute  rest  in  the 
recumbent  position,  with  a  pillow  beneath  the  cervical 
vertebras  for  three  months,  and  then  the  patient  Avas  alloAved 
to  get  up  for  half  the  daA',  wearing  a  leather  collar. 

A  year  af  terAvards  I  again  saw  the  child  Avith  Dr.  G  arnham, 
and  found  her  Avell.  She  had  lost  all  pain  and  distortion 
of  the  neck ;  she  could  moA'e  the  head  without  discomfort 
in  every  direction  ;  the  cervical  A^ertebrje  Avere  not  fixed, 
but  Avere  fully  mobile,  and  the  only  sign  of  the  preA-ious 
trouble  Avas  a  prominence  of  the  fifth  cervical  A'ertebra. 

This  case  ran  a  benign  course  from  beginning  to  end,  and 
AA^as  never  accompanied  by  any  definite  symptoms  of 
invoh^ement  of  the  nerA'es,  beyond  the  pain,  Avhich  was 
present  for  a  considerable  time.  I  am  inclined  to  suspect 
that  a  good  many  cases  which"  are  called  rheumatic  torti- 
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collis,  occun-iug  in  cliildi'en  after  acute  illnesses,  are  of  this 
nature. 

As  an  example  of  the  more  severe  form,  or  the  second 
variety  of  case  which  certainly  involves  the  bone  to  a 
varying  depth,  I  quote  the  following-  case  : 

Acute  Periostitis  and  Rapid  Softening  of  Bone,  associated 
with  Double  Pneumonia  and  Necrosis  of  the  Alveolar 
Manjins  of  the  Jau-s ;  Recovery. 

In  1901  I  was  asked  by  Dr.  Henry  Huxley  to  see  with 
him  a  little  girl,  aged  5  years.  Six  weeks  previously  she  had 
been  taken  ill  with  an  affection  of  a  doubtful  nature,  and 
her  brother  too  had  suffered  in  the  same  way.  The 
symptoms  were  so  anomalous  that  no  certain  diagnosis 
was  arrived  at.  As  influenza  was  rife  at  that  time,  the 
opinion  was  hazarded  that  this  was  the  cause.  However, 
double  pneumonia  set  in,  and  then  acute  stomatitis,  with 
gangrenous  destruction  of  the  gums,  and  acute  osteitis  and 
periostitis  of  the  alveolar  margins  of  the  upper  and  lower 
jaws,  particularly  well  marked  in  the  incisor  regions.  I 
may  add  that  sequestra  formed,  and  these  I  subsequently 
removed.  I  regret  that  no  bacteriological  observation  was 
made  at  the  time. 

Three  days  previously  to  my  seeing  the  child  with  Dr. 
Huxley  she  had  complained  of  pain  in  the  lower  part  of  her 
back  and  down  her  legs,  and  on  looking  at  the  back  there 
was  discovered  a  large  prominence,  involving  the  second, 
third,  and  foui'th  lumbar  vertebras.  The  little  child  re- 
sented any  attempts  to  move  her,  but  there  were  no  signs  of 
paralysis.  On  feeling  the  prominence  the  impression  which 
was  given  was  that  the  affected  lumbar  vertebras  had 
sunk  bodily  backwards.  The  spinous  and  transverse 
processes  were  felt  to  be  much  thickened.  The  temperatui*e 
was  not  raised,  and  no  evidence  of  abscess  was  found 
at  any  time. 

From  the  history,  the  rapid  appearance  of  the 
prominence,  the  rigidity  of  the  muscles,  the  loss  of 
VOL.    V.  20 
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mobility,  and  the  tenderness,  it  was  not  difficult  to  recog- 
nise that  the  case  was  one  of  infective  periostitis,  and 
the  opinion  was  hazarded  that  if  suppuration  did  not  ensue 
the  child's  recovery  would  be  entirely  satisfactory 

The  treatment  consisted  simply  in  complete  recumbency 
in  the  supine  position,  Avitli  a  convex  pillow  beneath  the 
lumbar  spine,  for  part  of  the  day,  and  for  the  remaining 
part  the  position  was  changed  to  the  prone  one,  so  as  to 
assist  in  inducing  the  resumption  of  the  normal  lordosis. 
This  treatment  was  carried  out  for  three  months,  and  then 
a  spinal  support  fitted. 

Eleven  months  afterwards  a  letter  of  inquiry  to  Dr. 
Huxley  elicited  from  him  the  following  remarks:  "The 
back  has  gone  on  absolutely  well,  and  beyond  the  fact  that 
tlie  lumbar  curve  is  a  little  flattened  it  is  difficult  to  detect 
anything  abnormal.  She  is  in  every  resj^ect  as  healthy  a 
child  as  one  could  wish  to  see." 

The  points  of  interest  in  these  cases  are  the  appearance 
of  the  spinal  symptoms  subsequently  to  an  acute  osteo- 
stomatitis,  the  sudden  and  unexpected  onset  of  the  spinal 
symptoms,  the  rapid  appearance  of  deformity,  particularly 
in  the  second  case,  its  almost  entire  disappearance,  and  the 
nearly  complete  restoration  of  the  affected  region  to  its 
normal  functions.  The  connection  of  oi-al  inflammation 
with  septic  periostitis  of  the  cervical  spine  has  been  dwelt 
upon  by  other  observers,  and  Eichel  (4)  records  a  case 
which  was  preceded  by  a  boil  on  the  lower  lip. 

I  cannot  help  thinking  that  some  cases  of  spinal  rigidity, 
occurring  in  weakly  and  ill-fed  children,  are  ascribed  to 
tuberculosis,  especially  if,  as  sometimes  happens,  menin- 
gitic  symptoms  complicate  the  affection.  But  if  the 
history  were  carefully  inquired  into  and  the  case  thoroughly 
observed  from  the  first,  a  few  would  be  found  to  be  of 
septic  origin,  and  not  tuberculous.  So  far,  I  have  come 
across  no  post-mortem  observation  made  on  these  milder 
cases  which  do  not  go  on  to  suppuration.  The}'  are 
distinct  varieties,  of  which,  now  that  attention  is  drawn  to 
them,  no  doubt    further    examples  will    be    forthcoming ; 


OSTEOMYELITIS  OF  THE  SPINE.  307 

and  one  of  my  objects  in  making  these  remarks  is,  if 
possible,  to  elicit  further  information  and  observation  on 
the  subject. 

With  regard  to  the  third  variety,  or  those  exceedingly 
acute  and  violent  and  too  often  fatal  cases,  I  have  met 
with  one  example  only,  to  which  I  shall  allude  presently. 
In  the  middle  decades  of  the  last  century,  and  in  the  later 
ones,  a  good  many  cases  of  acute  osteitis  of  the  long-bones 
were  either  overlooked  or  were  not  accurately  diagnosed, 
and  it  is  quite  possible  that  such  an  error  has  occurred  in 
osteomyelitis  of  the  spine.  I  venture  to  suggest  that  in  all 
cases  of  children  and  young  adults  suffering  from  septic 
disorders  and  exanthemata  a  careful  watch  should  always 
be  kept  on  the  spine,  and  frequent  examinations  made. 
Further,  if  the  patient  die,  no  post-mortem  examination 
can  be  considered  as  complete  unless  the  spine  be  examined 
in  its  whole  length. 

Since  Messrs,  Makins  and  Abbott  wrote  their  excellent 
paper  a  good  deal  of  information  has  accumulated,  and  I 
venture  to  give  you  a  brief  digest  of  it. 

The  cause  of  acute  osteomyelitis  is  doubtless  the  deposit 
in  the  bone  of  pus-producing  organisms  of  any  kind.  In 
twenty  cases  alluded  to  by  J.  R.  Hunt  (5)  the  staphylococcus 
pyogenes  aureus  was  found  in  fifteen,  the  staphylococcus 
pyogenes  albus  in  one,  the  streptococus  in  two,  staphylococci 
and  streptococci  in  one,  and  the  Micrococcus  tetragenus  in 
one.  Also  in  Weber's  case  (6)  the  staphylococcus  was 
found.  Now  that  attention  has  been  drawn  to  pneu- 
mococcic  osteitis  and  arthritis,  cases  will  doubtless  come 
to  hand  in  which  this  organism  will  be  found  to  be  present, 
either  in  the  articulations  of  the  spine  or  in  the  bones. 

The  exciting  causes  are  local  septic  disorders,  such  as 
boils,  inflammation  of  the  gums,  osteo-stomatitis,  acutely 
septic  nasal  and  naso-pharyngeal  affections,  stinking 
mastoiditis,  whitlow,  a  foul  puerperium,  or  osteomyelitis 
elsewhere. 

Chipault  (7)  alludes  to  pneumococcic  and  scarlatinal 
periostitis.      In  1895  a  case  came  under  my  notice  of  a  girl. 
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a,D-ed  10  years,  the  subject  of  marked  deformity  of  the 
cprvical  vertebrte,  the  head  being  deviated  to  the  right, 
and  absolutely  fixed  there.  The  whole  of  the  cervical 
vertebrte  were  immobile,  and  had  been  so  since  an  attack 
of  scarlet  fever  a  year  previously.  A  discharging  sinus 
was  situated  in  front  of  the  right  sternomastoid,  into 
which  a  probe  could  be  passed  in  the  direction  of  the  upper 
cervical  vertebrae,  but  no  dead  bone  was  felt  at  the  bottom. 
There  was  no  severe  pain,  except  on  attempting  to  move 
the  head,  and  the  child  could  walk  about  without  requiring 
any  support.  At  the  time  I  regarded  this  as  periostitis  of 
septic  origin. 

The  account  of  a  local  injury  occurs  in  six  of  the  forty- 
one  cases  referred  to  by  Eichel,  but  the  exact  relationship 
of  injury  to  acute  bone  inflammation  has  never  been  traced, 
although  a  wide  experience  of  osteomyelitis  occurring  in 
the  long-bones  shows  it  to  be  a  constantly  antecedent  con- 
dition. In  the  'Guy's  Hospital  Eeports '  of  1889  I 
showed  that  if  in  rabbits  a  blow  be  given  on  the  growing- 
line  of  the  lower  end  of  the  femur,  and  a  culture  of  strepto- 
coccus then  be  injected  into  the  jugular  vein,  pus  is  formed 
in  the  cancellous  tissue  there  before  it  is  found  elsewhere. 
But  how  a  blow  on  the  skin  influences  the  exact  site  of 
onset  of  the  disease  is  not  known,  except  it  may  be,  as  I 
surmise,  that  alterations  in  the  secretory  activity  of  the 
glands  permit  the  development  of  mici'ococci  in  the  sweat- 
ducts,  whence  they  are  carried  to  the  bone. 

Age  and  sex. — The  disease  is  most  common  in  children 
and  adolescents,  but  adults  have  suffered,  and  in  one  case 
it  came  on  even  at  the  age  of  46  years  (3).  All  writers 
are  agreed  that  males  are  more  liable  to  it  than  females, 
and  roughly,  the  proportion  is  two  to  one. 

Parts  of  the  spine  nffected. — Every  portion,  with  the 
exception  of  the  coccyx,  has  suffered,  but  if  the  three 
regions  the  lumbar,  the  dorsal  and  the  cervical  regions  be 
considered,  the  disease  is  most  common  in  the  lumbar,  less 
so  in  the  cervical,  and  least  in  the  dorsal.  That  is  to  say, 
the  more  mobile  parts  of  the  spine  suffer  more  than  the 
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less,  thus  corresponding  Avith  the  distribution  of  Pottos 
disease.  In  the  violently  suppurative  form  one  vertebrae 
constitutes  the  focus  of  the  disease,  rarely  two  or  more  ; 
whereas  in  the  periostitic  form,  whether  denudation  of  the 
periosteum  or  collection  of  fluid  does  or  not  take  place 
several  vertebrae  are  affected. 

Statistics  (3,  8)  dealing  with  the  points  as  to  whether  the 
vertebra  or  the  neural  arches  or  other  parts  are  inflamed 
are  of  interest  because  of  the  meningitic  and  myelitic  com- 
plications. Briefly  it  may  be  said  that  these  are  more 
likely  to  ensue  when  the  arches  or  their  processses  are  in- 
volved, and  pus  is  formed.  Pus  arising  from  diseased 
bodies  makes  its  way  forward  or  laterally,  and  appears  in 
the  neck  as  retropharyngeal  or  cervical  abscess ;  in  the 
lumbar  region  it  causes  psoas,  iliac,  or  pelvic  abscesses, 
and  in  the  dorsal  posterior  mediastinal  abscesses.  That 
the  neural  arches  are  more  exposed  to  direct  injury  may 
serve  to  explain  the  more  frequent  occurrence  of  the 
disease  in  these  situations  in  very  acute  cases. 

Symptoms. — The  symptoms  vary,  not  only  according  to 
the  degree  of  the  affection,  but  according  to  the  locality 
affected.  The  first  two  cases  I  have  quoted  give  a  tolerably 
fair  reflex  of  the  signs  which  are  observed  in  the  non- 
suppurative and  periosteal  types.  There  are  general 
symptoms  of  malaise,  Avith  slight  fever,  local  pain  and 
tenderness,  stiffness,  loss  of  mobility  of  the  area  affected, 
with  that  osteophytic  proliferation  so  often  observed  in 
subacute  spinal  inflammation,  but  rarely  seen  in  the  very 
acute  form.  No  implication  of  the  meninges  or  of  the 
cord  follows,  although  reflected  pains  are  present  from  an 
extension  of  pathological  processes  around  the  nerve-roots. 
And  these  cases  show  a  striking  power  of  recovery,  as  I 
have  already  mentioned. 

Very  different  is  the  clinical  picture  presented  by  the 
violent  type  of  cases.  The  general  symptoms  are  closely 
analogous  to  those  of  osteomyelitis  in  the  limbs.  The 
sudden  onset,  the  initial  rigor,  the  early  delirium,  the 
signs  of  general  septic  intoxication,  rapidly  deepening  in 
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intensity,  are  all  present  and  persist  until  pus  is  found  and 
evacuated,  or  the  patient  dies,  either  from  septic  intoxica- 
tion, metastatic  deposits,  or  meningitic  and  myelitic  com- 
plications. 

The  local  symptoms  are  excessive  tenderness  of  the 
affected  portion  of  the  spine,  agonising  pain  on  attempting 
to  move  the  patient,  marbling  and  distension  of  the  super- 
ficial veins. 

If  the  neural  arches  are  the  sites  of  inflammation,  local 
swelling,  with  inflammatory  oedema,  extending  over  a  large 
area,  and  later  on  fluctuation,  are  in  evidence.  But  when 
the  bodies  are  affected,  on  account  of  their  depth  from  the 
surface,  such  localising  signs  are  not  to  be  found,  and  the 
diagnosis  rests  on  the  history  of  the  aifection,  the  nature  of 
the  general  symptoms,  and  the  exceedingly  acute  pain  and 
tenderness,  which  the  patient  refers  to  some  portion  of  his 
back.  Later  in  the  course  of  the  disease  the  discovery  of 
an  abscess,  or  the  onset  of  acute  nerve  symptoms,  may 
clear  up  the  diagnosis.  Of  the  latter  it  may  be  said  that 
they  are  more  common  when  the  neural  arches  are  affected, 
and  in  rare  instances  they  may  be  the  first  symptoms. 
One  case  of  Morian's  (9),  on  account  of  the  paralysis  of  the 
legs  and  of  the  bladder  and  rectum  coming  on  so  early  in 
the  case,  was  thought  to  be  Landry's  paralysis,  but  the 
discovery  of  an  abscess  led  to  an  accurate  diagnosis. 

In  the  earlier  stages  of  nerve  involvement  there  are  pains 
in  the  limbs,  hypertesthesia,  and  paresis,  with  increase  of 
reflexes.  Later  there  follow  paralysis  of  motion,  sensation, 
micturition,  deftecation,  and  convulsions. 

The  local  symptoms  necessarily  vary  with  the  region. 
In  the  cervical  portion  of  the  spine  in  seven  cases  quoted 
by  Hahn  there  were  present  stiffness  of  the  neck,  interfer- 
ence with  the  movements  of  the  cervical  spine,  and  the 
development  of  a  fluctuating  tumour.  Irregularity  or 
sluggishness  of  the  pupils  is  present  when  the  disease  is  at 
or  near  the  cervico-dorsal  junction  (3). 

The  difficulty  of  distinguishing  between  disease  originat- 
ing in  the  atlas  or  odontoid  process  of  the  axis  and  the 
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base  of  the  skull  is  remarked  upon  by  several  authors  (3, 
10).  But  it  really  matters  little  as  to  the  exact  site  of  origin, 
so  long  as  timely  evacuation  of  pus  takes  place. 

Marked  widening  of  the  neck  from  an  iiiHammatory 
oedema  (Makins  and  Abbott),  severe  headache,  vertigo  (4), 
convulsions  (4),  are  valuable  signs  in  the  cervical  region. 

The  diagnosis  of  disease  of  the  bodies  in  the  dorsal 
region  is  very  obscure,  whereas  if  the  neural  arches  are 
inflamed,  and  more  particularly  if  the  spinous  processes 
are  the  sites  of  disease,  the  signs  of  acute  inflammation 
readily  present  themselves  on  the  surface. 

In  the  lumbar  region  flatulence  and  distension  of  the 
abdomen  (3,  9)  are  prominent  symptoms  when  the  bodies  of 
the  vertebrfB  are  inflamed,  so  that  the  difficulty  may  be  to 
differentiate  abdominal  affections  from  the  spinal  ones,  a 
very  common  confusion,  and  fruitful  of  error. 

Suppuration  has  occurred  in  twenty-four  out  of  sixty- 
two  cases,  and  fifteen  of  these  presented  grave  symptoms  of 
purulent  invasion  of  the  spinal  canal,  with  myelitis  (5). 

Diagnosis. — The  vital  importance  of  early  diagnosis  can- 
not be  too  fvdly  insisted  upon.  By  it  alone  is  it  possible  to 
prevent  the  spread  of  inflammation  to  the  meninges,  the 
burrowing  of  pus,  and  the  spread  of  secondary  metastatic 
abscesses.  While  acute  osteomyelitis  of  the  limbs  has  been 
a  most  fruitful  source  of  mistakes  in  diagnosis  and  treat- 
ment, still  more  so  is  this  the  case  with  spinal  osteomyelitis, 
where  the  possibilities  of  complications  are  increased  a 
hundredfold.  Time  does  not  permit  me  to  record  errors 
which  have  been  made,  but  it  is  well  to  insist  on  certain 
cardinal  points,  namely,  (1)  history  of  sudden  onset;  (2) 
the  rigidity  of  the  spine  coincidently  with  the  onset ;  (3) 
the  early  appearance  of  nerve  symptoms;  (4)  the  rapid 
development  of  intense  general  illness,  with  signs  of  a  full 
dose  of  septic  poisoning;  (5)  complaints  of  a  pain  in  the 
back  should  lead  to  a  frequent  examination ;  (6)  careful 
examination  by  the  Rontgen  rays  may  be  of  service  in 
localising  an  abscess  in  this  connection  Avith  the  bodies  of 
the  vertebrae,   and  Warren  (11)  records  a  case  where,  by 
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means  of  the  Rontgen  rays,  an  abscess  between  the  bodies 
of  the  second  and  third  cervical  vertebrae  was  discovered. 

Prognosis. — The  prognosis  in  the  periosteal  cases  is 
favourable,  but  the  more  violent  types  are  very  fatal.  The 
mortality  is  said,  by  J.  R.  Hunt  (5)  to  be  at  least  50  per  cent., 
but  evidence  shows  that  it  should  be  placed  considerably 
higher  than  this,  and  that  about  75  per  cent,  would  be  more 
correct.  But  it  should  be  noted  that  although  the  mortality 
is  greater  in  the  earlier  records,  it  diminishes  in  the  later 
ones,  doubtless  owing  to  a  wider  recognition  of  the  disease 
and  a  moi-e  perfected  diagnosis.  In  formulating  a  prog- 
nosis it  may  be  said  that  the  neural  arch  cases  compel 
recognition  sooner  than  the  body  cases,  and  therefore 
invite  treatment  earlier.  But  again  it  should  be  remembered 
that  neural  arch  cases,  if  untreated,  are  more  likely  to  be 
the  cause  of  involvement  of  the  spinal  canal  and  its  contents 
than  are  centrum  cases. 

It  is  somewhat  striking  that  in  the  bad  types  of  the 
disease  deformity  is  not  common,  certainly  not  in  more  than 
10  to  20  per  cent.,  probably  owing  to  the  fact  that  there 
is  no  time  for  deformity  to  appear,  as  the  patient  is  either 
well  or  dead  before  it  can  do  so.  But  in  the  milder  forms 
deformity  is  a  constant  sign,  often  transient,  and  one  from 
which  the  patient  entirely  recovers. 

Treatment. — It  is  not  necessary  to  allude  at  any  leng-th 
to  the  best  method  of  treating  the  periosteal  cases.  Suffi- 
cient rest  in  the  recumbent  position,  followed  by  support, 
will  do  all  that  is  necessary. 

In  the  suppurative  cases  the  pus  must  be  found  and  let 
out,  and  in  disease  of  the  bodies  of  the  dorsal  vertebras  I 
venture  to  throw  out  the  suggestion  that  Menard^s  opera- 
tion of  costo-transversectomy  affords  undoubted]}"  the  best 
means  of  getting  at  the  pus. 

{Read  at  the  Provincial  Meeting,  Shefleld,  June  the  17th, 
1905.) 
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98.  THE    TREATMENT   OF   INTUSSUSCEPTION  IN 
INFANTS. 

By   GEORGE    WILKINSON,  M.B. 

(Introduced.) 

The  trend  of  surgical  opinion  at  the  present  time  seems 
to  be  more  and  more  in  favour  of  immediate  laparotomy 
for  intussusception,  as  soon  as  the  diagnosis  is  made.  In- 
deed, many  surgeons  of  eminence  have  expressed  a  hope 
that  non-operative  methods  of  treatment  may  soon  come  to 
be  regarded  as  discredited  and  inadmissible.  The  writer 
cannot  claim    an  extensive  experience  of  intussusception^ 
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having  treated  eight  cases  only,  a  nnmber  quite  insufficient 
on  which  to  base  any  general  conclusions.  Of  these  eight 
cases,  five  were  treated  by  hydrostatic  pressure  alone,  and 
recovered.  Two  were  treated  by  hydrostatic  pressure, 
followed  by  operation,  of  whom  one  died  shortly  after, 
whilst  the  other  made  a  good  recovery  from  the  operation, 
but  died  three  weeks  later  from  diarrhoea.  One  case  was 
treated  by  immediate  operation,  and  died.  The  fact  that 
the  injection  method  has  yielded  such  good  results  has 
convinced  the  Avriter  of  the  utility  of  the  method,  and 
made  him  disinclined  to  reject  it  in  favour  of  primary 
laparotomy.  Further,  he  doubts  whether  a  study  of  recent 
statistics  lends  much  support  to  operative  as  opposed  to 
non-operative  methods,  at  least  in  young  children. 
The  following  is  a  brief  resume  of  the  writer's  cases. 

Case  1. — Male  infant,  aged  4  months,  treated  at  the 
Children's  Hospital,  Sheffield.  Duration  of  symptoms,  forty- 
eight  hours.  A  tumour  felt  in  the  right  hypochondriac 
and  lumbar  regions.  Reduced  by  hydrostatic  pressure  under 
chloroform.  Copious  licpiid  motion  passed  immediately. 
Recovery. 

Case  2. — Male  infant,  aged  14  months,  treated  at  the 
Children's  Hospital,  Sheffield.  Onset  of  symptoms  about 
eighty  hours  previous  to  admission.  Blood  and  mucus  passed 
by  bowel.  A  tumour  felt  j^er  rectum.  Treated  by  hydro- 
static pressure.  Tumour  reduced,  bowels  freely  moved 
soon  after.     Recovery. 

Case  3. — A  male  infant,  aged  5  months,  treated  at  the 
Royal  Hospital,  Sheffield.  Symptoms  for  eight  hours.  A 
tumour  in  the  right  hypochondriac  region.  Treated  by 
hydrostatic  pressure,  and  recovered. 

Case  4. — A  male  infant,  aged  13  months.  Symptoms  for 
twenty-four  hours.  A  tumour  felt  through  the  abdominal 
wall  in  the  position  of  the  descending  colon.  The  end  of  the 
intussusception  could  be    felt  on    rectal    examination  two 
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inches  within  the  anus,     lieduced  by  hydrostatic  pressure, 
and  recovered. 

Case  5. — A  male  infant,  aged  7  months.  Symptoms  for 
seventy  hours.  Blood  passed  jicr  anwii.  Had  castor  oil 
twice.  Much  colhipsed.  No  tumour  felt  through  the 
abdominal  wall,  but  felt  i)er  rectuiii  with  child  under 
chloroform.  Reduced  by  hydrostatic  pressure.  Made  a 
rapid  and  complete  recovery. 

Case  6. — Male  infant,  aged  8  months.  Symptoms  for 
seventy  hours.  Blood  and  nmcus  by  the  bowel.  Tumour  not 
made  out.  Owing  to  the  absence  of  palpable  tumour  it  was 
decided  to  perform  laparotomy  without  preliminary  injec- 
tion. There  was  some  difficulty  in  finding  the  intussuscep- 
tion, as  it  was  tucked  away  under  the  liver  and  right  costal 
margin.  Great  difficulty  was  experienced  in  reducing  the 
last  two  inches  of  the  intussusception,  as  the  bowel  and 
mesentery  were  greatly  swollen.  The  distension  of  the  bowel 
had  to  be  relieved  by  evacuation  of  its  contents  through  a 
cannula  inserted  about  two  feet  above  the  intussusception 
before  the  bowels  could  be  returned  to  the  abdomen.  He 
rallied  well  from  the  operation,  but  collapsed  the  same 
evening,  and  died  about  twelve  hours  after  operation. 
The  intussusception  was  of   the   ileo-colic   variety. 

Case  7.— Female  infant,  aged  7  months.  Hydrostatic 
pressure  failed  to  effect  reduction.  Laparotomy  was  done 
immediately,  and  the  intussusception  reduced  with  diffi- 
culty.    Child  never  rallied. 

Case  8. — Male  infant,  aged  6  months.  Symptoms  for 
forty-eight  hours.  Bloody  stools  were  passed.  Tumour  in 
left  iliac  fossa.  Hydrostatic  pressure  faded  to  reduce 
the  last  portion  of  the  intussusception.  A  1^  inch  in- 
cision was  made  in  the  right  side  of  the  abdomen,  through 
which  the  tumour  was  brought  out.  It  was  ileo-colic, 
about  one  inch  from  the  ileo-ctecal  valve.  Readily  reduced. 
The  infant  apparently  made  a  good  recovery  and  remained 
well  for  fifteen  days,  wdien  it  was  attacked  with  diarrhoea 
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and  died  nineteen  days  after  tlie  operation.  Xo  return  of 
intussusception.  It  being  August,  diarrhoea  was  epidemic. 
The  operation  appears  to  have  been  completely  suc- 
cessful. 

There  can  be  little  doubt  that  hydrostatic  pressure 
properly  applied  will  effect  reduction  in  a  large  proportion 
of  cases,  and  in  nearly  every  case  will  reduce  all  but  the  last 
portion  of  the  invagination,  rendering  subsequent  operative 
procedure  much  simpler.  If  there  is  doubt  (as  often  must 
be  the  case)  as  to  the  completeness  of  i-eduction,  an  incision 
Ij  inches  in  length  over  the  ileo-ctecal  valve  will  enable 
the  tumour  in  most  cases  to  be  reached  by  the  finger  and 
hooked  out  of  the  abdomen,  without  ex^Dosing  a  large  area 
of  the  intestines,  as  must  be  done  when  primary  laparotomy 
is  performed.  The  resulting  shock  is  much  less,  which  is 
an  extremely  important  matter  in  operating  on  young- 
children. 

Method  of  aj)i:)hjLn(j  Jujdro.stattc  pressure. — This  is  done 
with  a  funnel  and  tube.  Normal  saline  at  a  temperature 
of  105°  F.  is  used,  the  funnel  being  kept  at  a  height  of 
three  feet.  The  child  is  fully  anaesthetised  and  the  but- 
tock well  raised.  No  attention  is  paid  to  the  amount 
of  fluid  injected,  the  constant  pressure  being  the  one 
impoi'tant  factor.  This  is  kept  up  without  intermission 
for  half  an  hour.  It  is  usually  not  possible  to  recognise 
the  moment  when  reduction  takes  place.  The  writer  be- 
lieves that  the  time  element  is  a  very  important  factor, 
and  that  injection  often  fails  because  not  sufficiently 
systematically  apjDlied,  and  not  continued  long  enough. 
The  only  certain  sign  of  reduction  having-  occurred  is  the 
presence  of  a  considerable  amount  of  feecal  matter  in  the 
water  which  is  ejected  after  the  nozzle  is  removed  from  the 
rectum. 

One  must  allow  that  the  great  disadvantage  attending 
non-operative  methods  of  treatment  is  the  uncertainty  that 
remains  in  the  mind  of  the  surgeon  as  to  the  complete- 
ness of  reduction.  This  uncertainty  may  deter  him  from 
operating  until  the  favourable  time  is  past.    This,  however, 
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cannot  be  urged  as  an  argument  in  favour  of  immediate 
laparotomy,  unless  it  can  be  shown  that  the  mortality  fol- 
lowing the  latter  course  of  treatment  is  less  than  that 
occurring  in  cases  treated  by  hydrostatic  pressure. 

Statistics. — At  the  discussion  on  the  subject  of  intus- 
susception at  the  Cheltenham  meeting  of  the  British 
Medical  Association  (1901)  valuable  statistics  were  brought 
forward.  The  general  opinion  of  the  speakers  was  strongly 
in  favour  of  immediate  operation.  A  careful  study  of  the 
statistics  brought  forward  hardly  bears  out  this  view. 
Take  those  of  St.  Thomas's  Hospital,*  most  valuable  because 
complete,  and  dealing  with  consecutive  cases  from  1875  to 
1900. 

Of  children  under  2  years  of  age,  twenty-four  were 
ti'eated  without  operation.  Thirteen  recovered,  eleven 
died.  Mortality  46  per  cent.  Eight  cases  were  treated  by 
operation  after  failure  of  injection,  of  whom  two  recovered. 
The  percentage  of  cases  cured  by  non-operative  measures 
is  40"5. 

Fifty-two  cases  were  treated  by  immediate  laparotomy, 
of  whom  fourteen  recovered  and  thirty-eight  died — only  27 
per  cent,  of  recoveries. 

From  the  year  1897  onward  immediate  lapai'otomy  was 
adopted  as  the  routine  procedure.  Of  the  thirt^^-nine 
cases  so  treated  fifteen  recovered  and  twenty-four  died — 
30"6  per  cent,  of  recoveries,  or  10  per  cent,  less  than  that 
obtained  by  the  discarded  methods  of  injection,  insufflation, 
etc. 

These  statistics  are  the  most  complete  the  writer  has 
been  able  to  find,  and  they  point  strongly  to  the  conclusion 
that  in  young  children,  at  any  rate,  the  risk  is  less  from 
non-operative  methods  than  from  primary  laparotomy.  It 
seems  probable  to  him  that  the  employment  of  hydrostatic 
pressure  in  the  manner  described  above  Avould  give  better 
results  than  the  various  methods  of  enemata,  injection  of 
air  or  taxis  on  which  the  St.  Thomas's  Hospital  statistics 
are  based. 

*  '  British  Medical  Joi^rnal/  September  the  7th,  1901. 
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To  sum  up,  the  writer  believes  that,  in  infants  under  2 
years,  at  all  events,  the  method  of  hydrostatic  pressure  is 
effectual  in  a  large  pi-oportion  of  cases,  and  that  the  mor- 
tality in  cases  so  treated  is  less  than  in  those  treated  by 
immediate  laparotomy.  Where  doubt  exists  as  to  the 
completeness  of  reduction,  this  method  should  be  combined 
with  a  small  incision  in  the  rio'ht  iliac  res'ion  throug'h  which 
the  ileo-ca3cal  part  of  the  bowel  may  be  felt,  and  reduction 
of  a  small  residual  intussusception  performed  if  such  is 
found  to  exist. 

{Bead  at  the  Provincial  Meefinr/,  Sheffield,  July  the  17th, 
1905.) 


99.  TWO   CASES   OF   MULTIPLE  XANTHOMA 
TUBEROSUM. 

By   C.    N.    aWYNNE,   M.Ch. 

The  photographs  exhibited  are  from  two  brothers.  They 
both  suffered  from  the  same  affection,  and  the  characters 
and  the  distribution  of  the  disease  were  almost  identical. 

The  eldest  boy,  aged  10  years,  was  shown  by  me  at  a 
meeting  of  the  Sheffield  Medico-Chirurgical  Society  about 
seven  years  ago.  He  was  dark-complexioned,  inclined  to 
be  delicate,  and  though  well  grown,  was  hardly  robust. 
He  had  a  heart  murmur,  but  was  considered  by  his  parents 
to  be  in  fair  health.  He  returned  home  after  the  meeting, 
ate  his  supper,  and  next  morning  early  he  died  suddenly. 
No  post  mortem  could  be  obtained. 

The  younger  brother  is  now  under  my  care.  He  showed 
symptoms  of  heart-weakness,  and  found  the  walking  to 
and  from  school  rather  too  much  for  him.  He  has  a  mitral 
systolic  murmur.  The  heart  sounds  are  weak  and  the 
extremities  cold.  The  family  history  points  to  heart 
trouble.  The  mother  has  heart-disease,  and  the  father  has 
a  poor  circulation  and  is  easily  tired. 
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The  first  patches  were  noticed  when  the  boy  was  2  k  years 
old,  on  the  heels  and  buttocks.     On  the  latter  situation  one 

Fig.  17. 


was  close  to  the  crease  between  the  buttock  and  let^  and  the 
other  on  the  prominence  of  the  buttock  {vide  Fig.  17).  A 
year  previous  to  the  first  appearance  of   these   patches  he 
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had  an  attack  of  jaundice.  When  7  years  old  the 
elbows  became  affected,  the  patches  being  quite  symmetri- 
cal and  about  the  size  of  a  shilling.  Since  that  time  the 
disease  has  principally  attacked  his  hands.  The  patch  on 
the  left  buttock  has  disappeared.  The  patches  on  the 
elbows  which  in  1902  were  about  the  size  of  a  shilling  have 
increased  to  the  size  of  half-a-crown. 

The  hands  have  been    latest  affected  and  are  the  most 
remarkable.       The    second   finger    of    each    hand   at    and 

Fig.  18. 


beyond  the  first  phalangeal  joint  is  the  site  of  a  remarkable 
swelling  facing  the  first  finder  by  which  the  breadth  of  the 
joint  is  increased  to  nearly  double.  The  colour  of  the  skin 
is  not  affected.  The  patches  here  ai'e  about  an  inch  long 
and  have  a  firm  doughy  feel.  The  articular  end  of  the 
phalanx  is  widened  out  and  apparently  increased  in  size. 
Other  fingers  are  affected  to  a  less  degree.  Patches  of 
nodules  occupy  the  knuckles,  and  others  are  distributed  on 
the  extensor  tendons  on  the  metacarpus.  The  elbow 
j^atches  have  the  usual  dull  yellow  appearance  and  so  have 
those  placed  on  the  tendo  achilles.     There  is  no  inconveni- 


MULTIPLE  XANTHOMA  TUBEROSUM.         321 


ence  felt  from  tlieir  presence  beyond  the  difficulty  of  put- 
ting on  gloves.  Those  on  the  tendoachilles  cause  great  in- 
convenience and  affect  his  v.'alking  unless  boots  are  made  to 
accommodate  the  tumours.  They  are  about  the  size  of  a 
small  apple.  There  are  some  points  in  these  remarkable 
cases  worthy  of  note  : 

(1)   The  family  prevalence.     In  this  connection  T    may 

Fig.  19. 


mention  that  the  mother  is  very  dark,  and  round  the  eyes 
the  skin  is  dark-hued. 

(2)  The  co-existence  of  heart-disease  in  both  cases.  This 
also  was  the  case  in  the  boy  reported  by  A.  Ponsgen  in 
'  Yirchow's  Archives  '  of  February,  1883.  A  sister  aged  15 
years  had  also  a  well-marked  mitral  murmur. 

(3)  There  was  no  history  of  migraine  nor  was  there  any 
diabetes. 

The  etiolor/i/  in  these  cases  is  involved  in  obscurity. 
VOL.    V.  21 
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Tlie  ixdliology. — The  view  expressed  by  Radcliffe-Crocker 
is  that  it  is  a  connective-tissue  neoplasm  situated  in  the 
papillary  layer  of  the  corion  and  pushing  ujd  the  rete  into  a 
nodule.  He  considers  inflammation  as  the  primary  feature 
and  the  whole  process  of  toxtemic  origin. 

[Read  at  the  Provincial  Meeting,  Sheffield,  June  the  11th, 
1905.) 

Discussion. 

Mr.  Jackson  Clarke  said  he  recalled  that  many  years  ago 
when  assisting  Mr.  Malcolm  Morris  to  investigate  some  cases  of 
xanthoma  diabeticorum,  and  in  couuectiou  ydi\\  them  some  cases 
of  xanthoma  in  general,  what  struck  him  about  the  ordinary 
xanthoma  tumoiu's  was  that  in  well-preserved  specimens  fixed 
with  osmic  acid  the  appearance  of  xauthelasmic  skin  resembled 
that  of  commencing  atheroma  of  the  arteries — i.  e.  previous  to 
calcareous  degeneration  of  the  atheromatous  thickening.  So  he 
thought  that  the  connection  between  xanthoma  and  heart  disease 
might  be  that  in  some  people  who  had  atheroma  of  the  arteries 
the  skin  took  on  a  change  similar  to  the  early  stage  of  atheroma. 
That  was  the  impression  left  on  his  mind  by  the  investigations. 

Dr.  C.  N.  Gywnne  (Sheflaeld).  in  reply,  said  that  Mr.  Jack- 
son Clarke's  theory  was  very  extraordinary,  but  there  might  be 
some  tri;tli  in  it.    However  he  could  not  give  any  opinion  upon  it. 
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